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NOW many more 


hypertensive patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 


THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patientst as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


DEXAMETHASONE 


treats more patients 
more effectively 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 
. ..and there were no new or “‘peculiar”’ 
side effects. Moreover, DECADRON helped 


restore a ‘natural’ sense of well-being. 
tAnalysis of clinical reports. 
isa of Merck & Co., Inc. ©1959 Merck 
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The Remarkable Doctor Upjohn 
Are You Planning Your Vacation? 


Why You Should Limit Your Small Talk 


Doctors, too, like ““Premarin2’ 


7S doctor’s room in the hospital is used for a variety of reasons. Most any morn- 
ing, you will find the internist talking with the surgeon, the resident discussing a 
case with the gynecologist, or the pediatrician in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to get the low-down on “Premarin” therapy. 

If you listen, you'll learn not only that doctors like “Premarin,” but why 
they like it. 

The reasons are fairly simple. Doctors like “Premarin,” in the first place, because 
it really relieves the symptoms of the menopause. It doesn’t just mask them — 
it replaces what the patient lacks — natural estrogen. Furthermore, if the patient is 
suffering from headache, insomnia, and arthritic-like symptoms due to estrogen 
deficiency, “Premarin” takes care of that, too. 


“Premarin,” conjugated estrogens (equine), is available as tablets and liquid, and 
also in combination with meprobamate or methyltestosterone. 
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Departments 


Therapeutic Reference 


Viewbox Diagnosis 


Read the film and compare your findings 
with those of a top radiologist. 


Resident Relaxer 


Sleuth or sloth? Medical crossword puzzle 
for word detectives. 


Letters to the Editor 
Editor’s Page 
Mediquiz 


Working alone or with your colleagues 
you'll find this is no snap. 


What’s the Doctor’s Name 
Identify this famous physician from clues 
in the brief biography. 

Leads and Needs 
Practice openings; residency opportunities. 


Advertisers’ Index 


Companies whose products and services are 
advertised in this issue of your journal. 
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THE OUTLOOK IS CALM 
FOR THE HYPERTENSIVE 


vou Butiserpine” 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 
side effects. 
—just enough BUTISOL Sodium® butabarbital 
sodium (15 mg.) to induce calmness without 
drowsiness. 
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Butiserpine Tablets Elixir + Prestabs® Butiserpine R-A 
(Repeat Action Tabiets) 
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““Anticholinergic drugs alone 

are inadequate in the manage- 

ment of peptic ulcer. . . . They 

should be administered only a 

adjuncts to conventional treat- 

ment with antacids, diet, seda- 

tion, and other therapeutic 

In peptic ulcer: six aids measures.” | 

1. Kirsner, J.B., et al.: M. Clin. 

North America 4] :499 


to total management (March) 1957. 


ALupROx SA is not only an effective anticholinergic, but also an 
antacid, sedative, demulcent, anticonstipant, and _pepsin-inhibitor. 
Thus, one ¢onvenient preparation satisfies six requirements of total 
peptic-ulcer therapy. 

An important new anticholinergic of demonstrated usefulness, am- 
butonium, is responsible for the potent antisecretory and antimotility 
properties of ALUDROx SA. 


. 


Aluminum Hydroxide Gel with Magnesium Hydroxide, > 
Ambutonium Bromide, and Butabarbital, Wyeth Philadelphia 1, Pi 


*Sedative and Anticholinergic 
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Physician 


Max S. SADOVE, 
partment of A 
sity of Illinois. 


.D., Director, De- 
thesiology, Univer- 


Dermatology 


MaRION B. SULZBERGER, M.D., Pro- 
fessor and Chairman,Department of 
Dermatology and Syphilology, New 
York University Postgraduate Medi- 
cal School. 


General Practice 


C. WEsLEY EISELE, M.D., Chief, Gen- 
eral Practice Residency Program, 
University of Colorado. 


GEORGE ENTWISLE, M.D., General 
Practice Program, University Hospi- 
tal, Baltimore, Md. 


Medicine 


WILLIAM B. BEAN, M.D., Professor of 
Medicine, University of Iowa Medi- 
cal School. 


CHARLES Davipson, M.D., Associate 
Professor of Medicine, Harvard Medi- 
cal School. 


aC. WesLey EIsELE, M.D., Associate 


hysician 


Professor of Medicine; Assistant 
Dean in Charge of Post Graduate 


April 1959, Vol. 5, No. 4 


Medical Education, 


University of 
Colorado. 


CHARLES L. LEEDHAM, M.D., Director 
of Education, Cleveland Clinic, Frank 
E. Bunts Educational Institute. 


JoHN C. LEONARD, M.D., Director, 
a Staff Education, Hartford Hos- 
pital. 


CHARLES F. WILKINSON, M.D., Pro- 
fessor of Medicine, New York Uni- 
versity Postgraduate Medical School; 
Director, Fourth Medical (N.Y.U.) 
Division, Bellevue Hospital Center. 


Obstetrics-Gynecology 

ALAN F. GUTTMACHER, M.D., Direc- 
tor, Department of Obstetrics and 
Gynecology, Mt. Sinai Hospital, New 
York City. 


Ophthalmology 


Derrick T. VaiL, M.D., Chairman, 
Department of Ophthalmology, North- 


western University Medical School. 


Orthopedics 
Harowp A. SoFIELD, M.D., Professor 


of Orthopedic Surgery, Northwestern 
University Medical School. 


Otolaryngology 


Dean M. LieErRLE, M.D., Chief, De- 
partment of Otolaryngology and Max- 
— Surgery, State University of 
owa. 
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Carnation Instant Nonfat Dry Milk 
can be self-enriched for 25% more protein 
and better flavor than ordinary nonfat milk! 


Secret is the Carnation crystal form of nonfat 
milk, which adapts ideally to self-enrichment. 
One tablespoon of crystals per glass or 14 cup 
extra crystals per quart brings a new standard 
of flavor to your patients, gives them an addi- 
tional 25% nonfat milk nutrition with each 
serving. Result: “Difficult” patients respond to 
a richer flavor, require 25% less fluid bulk to 
obtain the same amount of nutrition. 


CONVENIENT: Carnation Instant “Magic Crystals” 
mix completely — even in ice-cold water — with 
just a slight stir. Always ready to drink imme- 
diately—in the home or office. pocror—you, too, 
will enjoy this refreshing nonfat milk discovery. 
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Pathology 

OHN R. SCHBMIREN, M.D., Professor 
pf Pathology, University of Nebraska, 
incoln. 


Pediatrics 

JAMES MarviIN Baty, M.D., Physi- 
ian-in-Chief, Boston Floating Hos- 
pital. 


stic Surgery 
EAL Ow_ENs, M.D., The Owens Clin- 
ic, New Orleans; Clinical Professor of 
Surgery, Tulane University School of 
edicine. 


ychiatry 

ILLIAM C. MENNINGER, M.D., Pro- 
essor of Psychiatry and General Sec- 
etary, Menninger Foundation School 
of Psychiatry. 


blic Health and 
Preventive Medicine 
ERMAN E. HILLEBOE, M.D., Com- 


~ ‘goa of Health, State of New 
or 


Radiology 


{AXWELL H. Popret, M.D., Direc- 
or of Radiology, Bellevue Hospital 
Center. 
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Rehabilitation and 

Physical Medicine 

SEpGwick M.D., California 
Rehabilitation Center, Vall iejo. 


Resident Staff Director 
SALVATORE R. CuToLo, M.D., Deputy 
Medical Superintendent, ‘Bellevue 
Hospital Center. 


Surgery 

DonaLpD C. CoL.ins, M.D., Assistant 
Professor of Surgery, College of Med- 
ical Evangelists. 


Ear J. HALLIGAN, M.D., Director of 
Surgery, Jersey City Medical Center. 


Kart A. MEYER, M.D., Chairman, 
Department of Surgery, Cook County 
Hospital. 


Howarp E. Snyper, M.D., The Sny- 
der Clinic, Winfield, Kansas. 


Thoracic Surgery 

Paut C. Samson, M.D., Associate 
Clinical Professor, Stanford Univer- 
sity School of Medicine. 


Urology 

HERBERT B. WriGuHT, M.D., Chief of 
Urology, Evangelical Deaconess Hos- 
pital, Cleveland. 
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Safely, comfortably, and 
effectively useful in initial 
digitalization, redigitaliza- 
tion and maintenance digi- 
talization of patients in 
heart failure.” 


Rheumatic Heart Disease 


WIDEST SAFETY MARGIN — AVERAGE THERAPEUTIC DOSE ONLY THE TOXIC DOSE.* 


FASTER RATE OF ELIMINATION THAN DIGITOXIN OR DIGITALIS LEAF.~ 


THESE SIMPLE DOSAGE EQUIVALENTS MAKE IT EASY TO SWITCH YOUR PATIENT TO 
GITALIGIN—0.5 mg. of Gitaligin is approximately equivalent to 0.1 Gm. digitalis leaf, 
0.5 mg. digoxin or 0.1 mg. digitoxin. 


Supplied: 

GITALICIN 0.5 mg. Tablets— bottles of 30 and 100. 

GITALIGIN Injection Ampuls—2.5 mg. in 5 cc. sterile, LV. solution. 
ciTaLicin Drops 30 cc. bottle with special calibrated dropper. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


*DIMITROFF, S. ET AL.: ANN. INT. MED., 39.1169, 1953 © TWHITE’S BRAND OF AMORPHOUS GITALIN © TBIBIIOGRAPHY AVAILABLE ON REQUEST 
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Therapeutic 


eference 


The following index contains all the products ad- 
vertised in this issue. Each product has been listed 
under the heading describing its major function. By 
referring to the pages listed, the reader can obtain 
more complete information. All products are regis- 
tered trademarks, except those with an asterisk(*). 


Allergic Disorders and 
Chlor-Trimeton Repetabs 
Dimetane 


Analgesics, Narcotics, 
Sedatives and Anesthetics 
Doriden 

Percodan and Percodan- Demi . . 


and Intestinal 


Antibiotics and Chemothera- 
peutic Agents 

Albamycin 

Cathomycin 

Chloromycetin Succinate 
Cyclamycin 

Kantrex Injection between pages 


Anticoagulants 
Heparin in Saline 
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145 


Arthritic Disorders and Gout 
Bufferin 


Bursitis 
Priscoline 


Cardiovascular Disorders 
Butiserpine 

Esidrix 

Gitaligin 

HydroDiuril .... 


Diagnostic Agents 


Acetest Cover 3 


15 
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50, 160 
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elusi 20 ig, 119 
Careers 
23 
129 Contraceptives 
; Cough Control 
@ Sumycin Intramuscular ...... 26 Tessalon Perles ............. 147 


Enuresis 


In the physically normal older child, 
persistent bed-wetting is often the 
revealing symptom of an anxiety state. 
Thus, the alleviation of psychic ten- 
sions is an important step in promot- 
ing nocturnal sphincter control. After 
using EQuANIL as a management ad- 
junct, McClendon! reports: "Out of 
the sixty cases followed...there have 
been forty-one complete successes, 
ten partial successes and nine fail- 
ures.... These cases were selected 
because of the failure of all other 
measures....”’ 


CONFORMS TO CODE 


® 
FOR ADVERTISING Philadelphia 1, Pa. 


1. McClendon, S.J.: Arch. Pediat. 75:101 (March) 1958, 


MEPROBAMATE 


Relieves tension—mental and muscule 
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Diuretics 
Esidrix ..... 
HydroDiuril 


Dressings 
Aecroplast 


Equipment and Supplies 
Cardioscribe 

Business Cards* 

Histacount 


Foods and Beverages 
Carnation Instant Milk 


Mandelamine 
Pyridium 
Pyridium Tri-Sulfa 


Disorders 
Anusol and Anusol-HC 


Infant Formulas and Milks 
Cover 4 


Investments and Insurance 


Accident and Hospital 
Insurance* 


Laxatives and Anticonstipation 
Preparations 


Pregnancy 
Thorazine 


Premenstrual, Menstrual, and 
Postmenstrual Tension 


Premarin 


Steroids and Hormones 
Cortrophin-Zinc 

dron 
Enovid 


Tranquilizers 


Butisol Sodium 
Prozine 


Ulcer Management 
Aludrox SA 


Vaginal Preparations 
Triple Sulfa Cream 


Vitamins and Nutrients 
Beminal Forte 


Weight Control 
Dexamyl Spansule 
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Enuresis Muscle Relaxants 
Office Equipment* ..... .... 35 
Stationery & Record Supplies*. 161 Po 
Feminine Hygiene | 6 
Cover 2 
12 Cover 2 
G. U. Preparations and 
Antiseptics 
10 
Hemorrhoids and Rectal 
Upper Respiratory 
_..... 27. Infection Preparations 
4 
MATE 
V. Solutions 
Albumisol .................. 38 
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dosage problem «with 


muscle relaxants? 
no problem with 


PARAFLEX 


Chiorzoxasor 


Just 6 tablets daily is an 


average effective dose 


Benefits of a 1- or 2-tablet dose persist for about 
6 hours, relieving pain and stiffness and improving 
function in musculoskeletal disorders such as low 
back syndrome, sprains, strains, myalgia, fibrositis, 
and stiff neck. Side effects are rare, almost never 
require discontinuance of therapy. 

Supplied: Tablets, scored, orange, bottles of .50. 
Each tablet contains ParaFLex, 250 mg. 


McNeil Laboratories, Inc 


* Patent Pending 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 


. Simple osteoma 


. Meningioma 
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3. Foreign body 
4. Calcified sebaceous cyst 


(Answer on page 161) 
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SURGICAL 


THOUSANDS NOW 
with today's improved management of: 
shock, including the use of Levophede:: 


With Levophed “...necessary surgicalg:: 
procedures were attempted which 
could not otherwise have been done.” B:: 
“_.the most potent and fastest actingk::: 
of the vasopressor agents.” = 
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ass of lymphoid tissue at 
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Dxygen, carbon, iodine 
abbr.) 
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Pertaining to micro-organ- 
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nflammation following a 


uropean Juniper tree 
arge bundle 

Bottom of the foot 
Private retreat 
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April 1959, Vol. 5, No. 4 


(Answer on Page 161) 


. Kind of tree 

. Suppurated superficially 

. Dash 

. Humans 

. Prefix denoting of 


group NH in a compou 


. Books 

. Trap 

. Girl's name 

. Very hard white metal 
. Local 

. Mercuric sulfide 

. Ultimate particle of a 


molecule 


. Locality (pl.) 

. Untidy person 

Close 

. An image 

. A mild form of tetany 


$ 


Not alkali 

Fail to win 

Tobacco leaf alkaloid 
Fish eggs 

North Atlantic island 


Pathological alteration of 
tissue 


Alloy of copper & zinc 
Pertaining to the ear 
Withdraw 

In like manner 

551 (Roman) 

Person of stunted growth 
Vessel to heat liquids 
New England (abbr.) 
Sandstone 


eo | fold at orifice of 
mout! 
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Sumycin Intramuscular provides 
rapid, sustained antimicrobial activ- 
ity, when coma, shock, fulminating 
infection or postoperative complica- 
tions hamper the administration of 
Sumycin in the oral form. Concentra- 
tions in the blood and tissues reach 
peak levels for immediate control of 
tetracycline-sensitive organisms in a 
broad range of infections. 


For immediate therapeutic response 
—Sumycin Intramuscular with Xylo- 
caine.* Single dose vials containing 
tetracycline phosphate complex 
(equiv. to 250 mg. tetracycline HCl), 
and single dose vials containing 
tetracycline phosphate complex 
(equiv. to 100 mg. tetracycline HCl). 


SQUIBB CRYSTALLINE TETRACYCLINE PHOSPHATE COMPLEX 


INTRAMUSCULAR 


WITH XYLOCAINE * 
Flexible Ti 
dosage forms 


Capsules (per capsule).250 mg. Bottles of 16 and 10 
Half Strength Capsules 
a Bottles of 16 and 100 


cc. bottle 


10 cc. bottle with 
“FLEXIDOsE’ dropper 


line HCI 
ivalent (mg.) Packaging 


Squibb Quality—the Priceless Ingredient 


when oral tetracycline therapy is impractical — 
@ 4 
= Syrup (per 5 cc. 
teaspoonful)........125 mg. 
Aqueous Drops 
(perce.)..........-100 mg. 
SQUIBB 
ASTRA PHARMACEUTICAL PRODUCTS; INC. FOR LIDOCAINE “SUMYOIN'® AND ‘FLEXIDOSE ARE SQUIBB TRADEMARKS 
| April 


THORAZINE 


brand of chlorpromazine 


‘Thorazine’ as adjunctive therapy has four advantages: 
1. reduces suffering 
2. minimizes risk of respiratory depression 
3. controls nausea and vomiting 
4. relieves apprehension and agitation 


Gi) Smith Kline & French Laboratories 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


Suggestions 


I wish to take this opportunity 
to express my gratitude to your 
publication which realizes the fact 
that problems confronting the 
resident physician are somewhat 
different from those with which 
other physicians duel. I do have 
a few suggestions which I think 
would make your periodical more 
valuable, to me at any rate. 

I hope that highly significant 
articles are republished at two or 
three-year intervals. This maga- 
zine is not kept by our hospital 
library and I was not eligible to 
receive this publication until 
sometime after the initial number 
was produced. I am _ thinking 
especially of an article concern- 
ing autopsy permission; this may 
have been in your first number, 
which was interesting at time of 
publication but which now would 


be of more immediate and prac- 
tical use to me. I have been able 
to find no old copies of RESIDENT 
PHYSICIAN and feel I have been 
left out. Of course no one will 
part with his personal copy ex- 
cept under the most emergent 
conditions... 

. . . Finally, a large amount of 
buying power must be repre- 
sented by those residents who 
yearly exchange short white 
coats and white ducks for a long 
white coat and a practice of their 
own. It would seem to be to the 
mutual advantage of all con- 
cerned if a medical equipment 
house would offer a special re- 
duced rate on equipment, pro- 
viding a specified number of indi- 
viduals are interested, on the 
basic equipment that all of us 
starting a practice must purchase. 
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INTRODUCING 


distinct advance in 
parenteral chloramphenicol therapy” 


Highly soluble in water or other aqueous parenteral fluids, CHLOROMYCETIN SUCCINATE solution 
is easily prepared for use by recommended parenteral routes in a wide range of concentrations. Tis- 
sue reaction at the site of injection is minimal, permitting continuous daily dosage, even in children. 
EXCELLENT CLINICAL RESULTS—CHLOROMYCETIN SUCCINATE provides broad-spectrum antimicrobial 
effectiveness and may be used whenever CHLOROMYCETIN is indicated. Since effective blood and 
tissue concentrations of the antibiotic are produced within a short time, clinical response is gener- 
ally rapid. Signs of irritation at injection sites have been few. 

SUPPLY —CHLOROMYCETIN SUCCINATE (chloramphenicol sodium succinate, Parke-Davis) is sup- 
plied in Steri-Vials,® each containing the equivalent of 1 Gm. of chloramphenicol; packages of 10. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 

‘Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, H., & Marti-Ibaiiez, F: Antibiotics Annual 1957-1958, New York, Medical Eney- 


clopedia, Inc., 1958, p. 817. soe, 
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—Continued from page 32 


Leadership for such a practice 
would have to come from an 
organization or periodical which 
is most available to the resident 
about to start practice. You may 
feel this is out of the realm of 
your objectives. An analogous 
situation would seem to exist in 
the student AMA where life in- 
surance may be purchased at a 
much reduced rate by all mem- 
bers of the organization. 

Again, I do not mean this as a 
critical essay; the suggestions of- 
fered may be entirely unrealistic 
just as the medical thinking of 
residents tends to become un- 
realistic. 

Thank you again for your ex- 
cellent periodical. 

Name withheld at 
writer’s request 
Cleveland, Ohio 


© To begin with, the publisher 
and editor of RESIDENT Puyst- 
CIAN are considering re-doing 
certain articles every threé years 
so that we can pick up the various 
residency cycles. I am sending 
you a copy of the material on 
autopsy permission which you 
mentioned. Another autopsy 
article is scheduled for April. 
Your thoughts on mass buying 
have been tested in two or three 
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instances that I know of by 
groups of interns and residents 
who were entering practice. The 
problem involved here is getting 
sufficient numbers in the group 
to get real discounts. Also the 
organization of such groups, with 
the bookkeeping involved, the 
financial side, the whole question 
of getting people to make up their 
minds and then ‘stick to it, and 
the number of items which would 
be handled, would probably make 
such an operation relatively ex- 
pensive, thus defeating the end in 
view. It would be quite different 
from buying insurance. Thank 
you very much for your interest- 
ing suggestions. 

P. H.L. 


Mediquiz 

I am a resident physician at 
Georgetown University Hospital 
and hold medical license in the 
State of California. 


I should like to subscribe to 0 
your monthly publication REsI- 
DENT PHYSICIAN, beginning im- C 
mediately,to receive copy already 8¢ 
issued whether October or No- . 
vember and beginning by sub- 7 


scription at that time. Will you 
please advise subscription rate on 
yearly basis, and I will forward 
my check immediately. 

At this time I am particularly 
—Concluded on page 40 
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August isn’t the only hay fever month* 
...and there is no seasonal limit 

on the antiallergic action of 
Chlor-Trimeton’ Repetabs’ 8 or 12 mg. 


safest, best tolerated, for both seasonal and nonseasonal allergies 
the most prescribed antihistamine in the United States 

Bottles of 100 and 1000. 

SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


*in every month of the year there are 
allergenic pollens thriving in some part of the United States 
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—Concluded from page 34 


anxious to be on your mailing list 
for the reason that “Mediquiz,” 
included in the contents of your 
publication, is important in that 
I will be taking an examination 
(the qualifying examination for 
foreign graduates) in February 
and the “Mediquiz” is the type 
(block type) method used in this 
examination with which I am not 
too familiar. By using this quiz 
I hope to become more familiar 
with the system, plus the fact that 
the quiz in itself is very excellent 
test material. 


It has just occurred to me that 
perhaps you may have available 
lists of past “Mediquizes” which 
have appeared in your publica- 
tion, which would give me addi- 
tional advantage, both in prac- 
tice and study. Would it be pos- 
sible to get reprints of these tests? 
I would be happy to pay any ad- 
ditional charge. If they were 
already set up in block type style, 
rather than in the manner pub- 
lished, this would indeed be an 
advantage. 


I thank you very much for your 
consideration and will look for- 


ward to hearing from you at your 
earliest convenience. 

Name withheld at 

writer’s request 

© Under separate cover we 

have sent you the June-November 
issues of RESIDENT PHYSICIAN. 
Our circulation department has 
put your name on our mailing 
lists to receive regular copies of 
RESIDENT PHYSICIAN beginning 
with the December issue, without 
charge or obligation of any kind. 
RESIDENT PHYSICIAN Sent 
monthly, free of charge, to all 
resident physicians and interns in 
AMA approved hospitals. 


Addition 


I read with the greatest interest 
the article by John A. Ewing, 
M.D. entitled, ‘“‘Why They 
Changed Doctors.” It is a splen- 
did article, but I feel that Dr. 
Ewing omitted one very impor- 
tant cause, namely unnecessarily 
painful injection by either a blunt, 
fish-hooked, or too large a 
needle. 

Oscar O. R. Schwidetzky, M.D. 

Director, Research Department 
Becton, Dickinson and Company 
Rutherford, New Jersey 
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ditor’s 


IAN. 

has 

ling age 

s of 

ning 

hout 

ind. 

sent 

all 

‘Si | The National Health Service of Great Britain: 

IV. The General Practitioners 

rest It seems to me to be fair to say that of all concerned 

jing, in the National Health Service, the general practitioner, who 

hey in my opinion has done the most to make it work, has come 

len- out on the shortest end. When under the terms of the Service 

Dr. the general practitioner’s practice was transferred from his 

por- own hands to those of Government, the ability of the 

arily established family doctor to move from one area to another 

lunt, in search of more lucrative practice became sharply limited. 

e a Furthermore, with the abolition of the right of the practitioner 
to sell his practice and good will, his desire to retire under 

M.D. the pensions allotted by the Service has been dampened 

ment by the rather poor financial outlook due to his relatively 

any short membership in the National Service. Thus, with the 


restriction of the physician’s right to move his practice 
from one place to another, and with a growing reluctance 
of older physicians to retire on an inadequate pension, 
the situation of the young doctor entering practice has 
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deteriorated; openings available to him (except in medically 
depressed areas) have steadily lessened. 

In many instances the overall financial status of the 
practitioner has changed because he is no longer his own 
master in this respect. In the past he could, if he desired, 
increase his fees (assuming the risk of doing this) to 
balance his budget. Naturally, there were times when he 
had to practice against a backdrop of financial worry. It 
was thought that this worry would be done away with when 
he entered the Health Service, and that he would be provided 
with a reasonable and constant income. However, with 
the inflation generated by the welfare state, and with a 
Ministry of Health quite unsympathetic with the financial 
realities of medical practice, many general practitioners again 
are plagued with financial worries; their expense in providing 
adequate service for their patients is barely met by the 
money allotted to them. It should be recognized that when 
private practice is essentially non-existent and the doctor's 
income depends on capitation fees set by Government, any 
uncompensated rise in the cost of practice or living adversely 
affects the financial status of the practitioner. 

Another problem faced by the practitioner in the National 
Health Service has been the fact that the “consumer” has 
not and does not yet realize that dosing him with pills, 
powders, or potions does not necessarily indicate that he 
is being well treated. The indications are that patients at 
times make nuisances of themselves and take up considerable 
time of the practitioner with minor ailments for which no 
curative treatment exists. Also, in the National Health 
Service, there is nothing to protect the practitioner from un- 
necessary or even frivolous calls during the day or night. 
As there is complete freedom of access to the doctor, there 
are bound to be excesses in the use of his services that are 
difficult to control. This has meant that the doctor has been 


1. Gemmill, Paul F. Brit. Med. J., 2, Suppl. 17, July 5, 1958. 
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plagued with demands for medicines, etc., both ethical and 
proprietary, and undoubtedly.has been responsible after a 
fashion for the sizable bill for drugs and devices which had 
to be borne by the budget of the Health Service. 

While modifications in the administration of the Service 
have to some degree lightened the load of the physician, one 
of the dangers which still exist is that under the pressure of 
patients, a practitioner may be tempted (or actually succumb) 
to act primarily as a “disposal agent” who refers his patients 
to hospitals rather than coping with them himself. No final 
solution has been found to this problem, nor has a real 
approach ever been attempted towards the goal of rewarding 
a practitioner for the quality rather than the quantity of his 
work. However, it does seem clear that if a scheme can be 
evolved under which the general practitioners can fully exer- 
cise their talents and judgment in an unhurried manner, the 
need for referring thousands of the patient; to hospitals 
would cease, and the doctor, the patient, and the British (or, 
rather, their pocketbooks) would benefit by cutting down 
on the major expense of the Service, i.e., hospitalization. 

One development resulting from the various patient pres- 
sures has been the increased numbers of group practices 
which have been established over the past ten years, and 
the creation of the rota system. These benefit both patient 
and doctor. For the patient it means that he can be certain 
of getting medical service rather promptly and without argu- 
ment, while for the doctor, group practice provides a means 
by which senior registrars who find no consultant post go 
over into general practice. Group practice and the rota 
system also provide a degree of freedom which is so neces- 
sary if one is going to have any sort of private life. 

It would appear that from the point of view of the prac- 
titioner in the National Health Service, a considerable amount 
of education is still necessary to indoctrinate patients with 
the idea that their doctor is their doctor—and not a doctor 
—and is deserving of respect, courtesy, and consideration. 
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Editor’s Page 


Patients apparently try to browbeat their doctors into pre- 
scribing patent medicines at the cost of the Service. They 
sometimes insist on hospitalization or consultant services 
when neither will contribute to the cure of their illness. As 
has been pointed out before, these practices make life frus- 
trating for the hard-put practitioner and increase the expense 
to the taxpayer. 

The remuneration of the general practitioner for his serv- 
ices has been a matter of debate between the medical pro- 
fession and the Ministry of Health almost since the incep- 
tion of the Service. The majority of a practitioner’s income 
comes from “capitation fees” which he receives from the 
patients on his list. For the first five hundred patients on 
his list this annual fee is $2.38 each, for the next thousand, 
$3.78 each, and then $2.38 each for the remainder of his 
patients. With an average number of patients (2300) on 
his list, the practitioner will earn $6874 a year gross. The 
costs of carrying on practice are roughly one-third of this 
gross, thus giving the average practitioner a net income of 
about $4500. This would amount to about $6000 in Amer- 
ican purchasing power. 

In closing the discussion of the situation of general prac- 
titioners under the Health Service, I would judge from what 
I have heard and read that they do not like the regulation 
which makes a private patient pay for his medicine, that 
their pay hasn’t kept up with the cost of living, that they 
can’t sell their practices, and can’t move easily into other 
areas. The practitioners do seem to be happy with the fact 
that they don’t have to bill their patients, they like the pen- 
sion scheme provided in the Service, they are relieved that 
they can’t be accused of practicing medicine and making 
patient visits just for the sake of money, and they are all 
glad to know that they can prescribe the best medicines, 
refer their patients to excellent consultants, send them to 
hospital, and practice a high type of medicine without creat- 
ing a single financial worry in their patients. 
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No one is going to lead you by the hand to 
the perfect location. But many sources 
re available to help you toward a sound 
evaluation of almost any area in the U. S. 


Terry S. Vincent, M.D. 


a location is not 


synonymous with “where can I 
starve for the shortest period of 
time.” Nor is the brightest light 
shining out of the darkness the 
almighty dollar. Yet too often, 
practices are established solely on 
this basis with little or no inves- 
tigation preceding the decision. 
he result is frequently disas- 
rous. 

Unless your choice of a loca- 
ion is given careful thought and 
study, you’re liable to become 
ne of the estimated 25,000 

iysicians who each year re- 
pstablish practices. 

One of the first factors to con- 
ider in your search for a suitable 
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location is the general area in 
which you want to live and work. 
This may present no problem. 
Perhaps you have been a life- 
long resident of a certain town 
or city and wish to return there. 
Or maybe you’re going into prac- 
tice with a relative and the stage 
is all set. 

But suppose you don’t have 
your heart set on any particular 
place or even a particular region. 
How do you go about choosing 
between North and South, East 
and West? What state? Do you 
want a city or rural practice? 
How about suburbs? (47 million 
now live in U.S. suburbs; this 
exceeds the total of all cities; 
it represents an increase of 12 
million in the past ten years.) 

Naturally, personal considera- 
tions come first; climate, avoca- 
tions, sports, hobbies, and what 
your wife would like, all are im- 
portant. You'll find that these 


About 


Author 


considerations will quickly nar 


With an A.B. from Baker University, Baldwin, 
Kansas, and an M.D from the University of 
Kansas School of Medicine, the author in- 
the terned at the U.S. Naval Hospital, Great 
Lakes, Illinois. Completing his naval duty as 
a pathologist on Guam, Dr. Vincent estab- 
lished a general practice in Houston, Texas 
in 1948. This article is adapted from his recent series of lec- 
tures prepared for the junior and senior motion students at 
Baylor University College of Medicine. 


row your choice. 

But there are other basic fac 
tors: licensure regulations, tar 
picture, economic outlook, and 
population trends. Each of the 
should bear on your final choio 
—if you really look before lc 
cating. 


licensed and that in which you ar¢ 
interested? 

@ Can you obtain a license in 
the state of your choice by en 
dorsement of your credentials? 

@ Would you have to pas 
a basic science examination as 4 
preliminary to licensure? Or per 
haps take the complete state 
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board examination? 
qualified to take the state board 


Are you 


The tax picture of the state 


is likely to demand a generous 
bite of your earnings, so you'll 
want a good view of the tax pic- 
ture before moving. (See tax 
table) To find out what you are 


in for in a particular state you 


can contact that state’s depart- 


ment of taxation, where they will 


provide you with copious though 


somewhat ponderous literature 


on this subject. 


Of course you will consider the 


state personal income tax; 17 


states have no income tax. Some 
have low rates—but with other 
taxes* added in, your total tax 
is about the same as with a 
higher rate state. 

Often hidden but nevertheless 
with a very large appetite is the 
state sales tax; taxwise, this item 
can take a big chunk from your 
income. (Property, school, town 
or village taxes of your prospec- 
tive community must also bear 
scrutiny. These will be discussed 
in our next article.) 


The economic outlook varies 
Wereatly from area to area. Phy- 
§sicians net incomes are highest in 
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the West and lowest in the East. 


The entire U.S. average (est.) is 


$21,000, but this ranges from an 
average of $17,200 in the New 
England states to $22,850 on the 
West coast. These averages, con- 
venient for general, regional com- 
parisons, are of course without 
regard for individual effort, spe- 
cialty or specific practice loca- 
tion. Practically speaking, they 
offer little to help you in your 
choice. Even if you are free to 
go anywhere, average income fig- 
ures should have little influence 
on your decision. 


Population 


Population trends are a guide 
to opportunities for a doctor in 
any given state or region. But 
there is more to it than simply 
knowing where people are going 
and following the crowd. You’ve 
got to know what kind of people 
they are, what’s attracting them, 
what specific conditions they are 
creating, and how long they are 
going to be there. 

California finds the bulk of its 
incoming residents divided be- 
tween elderly, semi-retired people 
and younger engineers and techni- 
cians drawn to the coastal indus- 
tries. Arizona has a much greater 
need for doctors, particularly in 


* Personal property, sales, business, etc. 
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the small manufacturing and min- 
ing cities. Its population is 50 
percent greater than it was ten 
years ago — but, it’s still under 
one million for the entire state. 

A large percentage of Florida’s 
citizens live in retirement on pen- 
sions or modest incomes. The big 
population centers are over-flow- 
ing with doctors who work fever- 


ishly during the three winter 


months—the seasonal tourist in.j™ N 
dustry—and have barely enought SP 
patients to keep the office door Y* | 
open the rest of the year. 
Florida has adopted whaig (La 
amounts to a restrictive policy. PSY 
License cannot be granted by re-jj 
ciprocity or endorsement, and S109 
new practitioners from out of _— 


STATES 


INCOME TAX SALES TAX* 


ALABAMA Retail 
ALASKA - No None 
ARIZONA Yes Retail 
ARKANSAS Yes Retail 
CALIFORNIA Yes Retail 
COLORADO Yes Retail 
CONNECTICUT No Retail 
DELAWARE Yes None 
DIST. OF Yes Retail 
COLUMBIA 
FLORIDA No Retail 
GEORGIA Yes Retail 
IDAHO Yes None 
ILLINOIS No Retail 
INDIANA Yes’ Gross 
income 
Yes Retail 
KANSAS Yes Retail 
KENTUCKY Yes None 
LOUISIANA Yes Retail 
MAINE No Retail 
MARYLAND Yes Retail 
MASSACHUSETTS Yes None 
MICHIGAN No Retail 
MINNESOTA Yes None 
MISSISSIPPI Yes General 


MISSOURI Retail 


2 Includes professional services (2% 
3 Includes professional services (0.4%). 


HOW ABOUT STATE TAXES? 


* Many cities and counties levy business and sales taxes. 
1 Actually a gross income tax (125) on all income, personal and business. 


STATES INCOME TAX SALES TAX’ 
MONTANA Yes None 


NEBRASKA No None 
NEVADA No Retail 
NEW HAMPSHIRE Yes None 
NEW JERSEY No None 
NEW MEXICO Yes Gross 
receipts" 
NEW YORK Yes None 
N. CAROLINA Yes Genera! 
NORTH DAKOTA Yes Retail 
OHIO No Retail 
OKLAHOMA . Yes Retail 
OREGON Yes None 
PENNSYLVANIA No Retail 
RHODEISLAND No Retail 
S. CAROLINA Yes Retail 
SOUTH DAKOTA No Retail 
TENNESSEE Yes Retail 
TEXAS - No None 
UTAH Yes Retail 
VERMONT Yes None 
VIRGINIA Yes None 
WASHINGTON No Retail, 
receipts’ 
WESTVIRGINIA No Retail 
WISCONSIN Yes None 


WYOMING Retail 
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state must pass stiff basic science 
as well as licensure examinations. 

Nevada is unusual in many re- 
spects. A high per capita income, 
yet many medical specialties are 
not represented in Clark County 
(Las Vegas). Interesting to note: 
psychiatry and anesthesiology are 
among the missing. (No conclu- 
sions, please. ) 


Boom, bust 


Texas, of course, shows no 
sign of slowing down the boom 
that began with the birth of the 
state. Alaska, newly born as a 
state, offers a pioneer potential 
loaded with challenge — perhaps 
our final frontier. New Mexico, 
Colorado, Wyoming, Utah, and 
Arizona are undergoing vast 
changes because of the recent 
finds of minerals and oil. New 
York, both the upstate areas and 
the metropolitan area counties, 
shows continued vigor. 

In many states boom towns 
have sprung up as a result of 
development of new industries 
and the decentralization of old 

, thus creating fresh and 
changing opportunities for doc- 
tors. Such areas are peculiarly the 
province of the young doctor. He 
has little to fear from competi- 
ion. His patients will be new- 


Heomers and not acquainted with 
Pther doctors. 
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As the town grows, so will the 
average practice. But make sure 
the economy is not based on one 
factory or on a changing tide that 
will ebb when the current project 
is completed. 

These are examples of the 
variety of situations you'll find 
as you analyze and compare gen- 
eral areas. The specific locale is 
another matter. 


Sources 


Personal inspection of the lo- 
cation under consideration is the 
best and only final method of 
arriving at a decision. But prior 
to a personal examination, you 
can have for the asking, the re- 
sults of a number of surveys made 
by the AMA, by state medical 
societies, and by other organiza- 
tions. 

From these sources you can get 
descriptive lists of scores of loca- 
tion opportunities for specialists 
and GP’s, plus information to 
help you judge the possibilities 
of each. 

Naturally you won’t make a 
final choice solely on the basis 
of a pack of written material. You 
will want to look over some of 
the locations yourself. But these 
listings can help you survey the 
general picture. Then you can 
follow-up worthwhile leads, hav- 
ing weeded out the places that 
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obviously are not for you. 

Sources include your chief, the 
AMA, state and county medical 
society placement services, pri- 
vate agencies, classified ads and 
detail men. 


Chief 


It is important for you to con- 
sider your chief of service as a 
very special contact both for ad- 
vice and for information. Perhaps 
he will have information concern- 
ing the general area that you have 
selected for possible practice. In 
most teaching hospitals the chiefs 
of service are acquainted with 
many of the outstanding special- 
ists in their field located through- 
out the country. It is through 
these colleagues that the chief 
can obtain information available 
to you through no other source. 

Remember, one of the respon- 
sibilities of the chief of service is 
to advise you in your future 
plans. Most chiefs take this re- 
sponsibility seriously and do their 
best to provide you with valuable 
contacts whenever it is possible 
for them to do so. 


The AMA service maintains 
statistical records of the economic 
status, climate, health activities, 
and medical facilities of every 
county in the United States. It is 
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primarily a clearing house of in- 
formation gathered by the state 
placement services, and in some 
instances destined for states not 
having such a service of their 
own. 

In a recent check there were 
1700 openings for doctors in 
towns from 1000 to 5000 popu- 
lation; at the same time there 
were 270 openings for specialists 
and about 100 miscellaneous 
openings in colleges, industries, 
government, and similar services. 

The AMA service may supply 
information directly or refer the 
inquiring physician to the state 
service, or combine the state and 
the AMA information on the sub- 
ject. 

Many doctors make personal 
visits to the AMA offices in Chi- 
cago. However, the AMA will 
send you an application form and 
also a specialty application form. 
If news comes in of an opening 
that appears right for you, they 
forward the information imme- 
diately. After six months you te- 
ceive a follow-up card and if 
you're still looking you'll be sent 
current listings. 


Confirm 


One drawback to the AMA 
listing service: all states do noth 
report openings immediately; 
AMA location files can’t always 
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For Help in Locating 


Alabama Medical Association 
Physician Placement 
17 Molton Building 
Montgomery 


Alaska Medical Association 
1121 Fourth Ave. 
Anchorage 


Arizona Medical Association 
826 Security Building 
Phoenix 


Arkansas Medical Society 
218 Kelley Building 
Fort Smith 


California Medical Association 
450 Sutter Street 
San Francisco 


Colorado Medical Society 
835 Republic Building 
Denver 2 


Connecticut Physician Placement 
160 St. Ronan Street 
New Haven 


Delaware Medical Society 
621 Delaware Avenue 
Wilmington 1 


District of Columbia Medical Society 
1718 M. Street, N.W. 
Washington 6 


Florida Medical Association 
P.O. Box 2411 
Jacksonville 


eorgia Medical Association 


875 W. Peachtree St., N.E. 
Atlanta 9 
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Idaho Medical Association 
364 Sonna Building 
Boise 


Illinois Medical Society 
Placement Service 
Monmouth 


Indiana Medical Association 
23 East Ohio Street 
Indianapolis 4 


Iowa Medical Society 
529 36th Street 
Des Moines 


Kansas Medical Society 
315 West 4th Street 
Topeka 


Kentucky Medical Association 
620 South Third Street 
Louisville 


Louisiana Medical Society 
1430 Tulane Avenue 
New Orleans 


Maine Medical Association 
Box #240 
Brunswick 


Maryland Medical and Chirurgical 
Faculty of the State of Maryland 
Baltimore 


Massachusetts Medical Society 
Placement Department 
22 Fenway 
Boston 15 


Michigan Health Council 
706 N. Washington Avenue 
Lansing 6 


| 
; 


be kept up to date. Thus, on your 
follow-up, personal correspond- 
ence with the state medical so- 
ciety is advisable. 

The AMA data is double- 
checked for accuracy to the finest 
point. When it hears that a town 
is in need of a doctor, a list of 
questions is sent to its civic lead- 
ers. The answers generally give 
a fair outline of the community’s 
social, economic and professional 
character. However, before the 
information appears on the cur- 
rent lists of openings it must be 
confirmed by the local society. 


The AMA also asks _local 
medical societies about the genu- 
ine need for additional doctors, 
hospital facilities, staff appoint- 
ments to same, and the expected 
income during the first year of 
practice. 


Some 43 states have physician 
placement services cooperating 
with state medical societies; 32 
of these have orderly procedures 
for supplying the AMA and the 
applicant with adequate and cor- 
rect information. Many have com- 


Minnesota Medical Association 
496 Lowry 
St. Paul 2 


Mississippi Medical Association 
P.O. Box 4322 
Jackson 


Missouri Medical Association 
623 Mo. Theater Building 
St. Louis 


Montana Medical Association 
P.O. Box 1692 
Billings 

Nebraska Medical Association 


1315 Sharp Building 
Lincoln 8 


Nevada Medical Association 
P.O. Box 188 
Reno 
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New Hampshire Medical Society 
18 School Street 
Concord 


New Mexico Medical Society 
302 First National Bank 
Albuquerque 


New York Medical Society 
386 Fourth Avenue 
New York 16 


North Carolina Medical Society 
P.O. Box 790 
Raleigh 


North Dakota Medical Association 
Lock Box 1198 
Bismarck 


Ohio Medical Association 
79 East State Street 
Columbus 15 
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plete brochures listing openings 
and providing detailed informa- 
tion concerning them. 

A listing of state agencies and 
addresses where you may write 
for information is contained else- 
where in this article. 


Private agencies 


In the broad sense of the term, 
private medical placement agen- 
cies are employment agencies. 
They are in business to join avail- 
able openings to those seeking 
such openings. In the reputable 
agencies such as those that ad- 


vertise in medical journals, both 
job and applicant are screened 
in terms of each other. When a 
“fit” appears probable, both 
parties are notified and an in- 
terview is arranged. This is done 
on a fee basis computed accord- 
ing to the salary involved. 

In many states the placement 
fee is limited by law. 

Most private medical place- 
ment agencies, in addition to phy- 
sician placement, arrange employ- 
ment for pharmaceutical chem- 
ists, biochemists, medical secre- 
taries, lab technicians, medical 


Oklahoma Medical Association 
Box 9696 Shartel Station 
Oklahoma City 


Oregon Medical Society 
1115 S.W. Taylor Street 
Portland 


Pennsylvania Medical Society 
230 State Street 
Harrisburg 


Rhode Island Medical Society 
106 Francis Street 
Providence 3 


South Carolina Medical Association 
165 Rutledge Avenue 
Charleston 


South Dakota Medical Association 


300 First National Bank Bldg. 
Sioux Falls 
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Tennessee Medical Association 
112 Louise Avenue 
Nashville 5 


Texas Medical Association 
1801 North Lamar Blvd. 
Austin 


Utah Medical Association 
42 South Sth East 
Salt Lake City 


Vermont Medical Society 
128 Merchants Row 
Rutland 


Virginia Council on Medical Care 
102 East Franklin Street 
Richmond 19 


Washington State Medical Association 
1309 Seventh Avenue 
Seattle 
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copy writers and so forth. 

There is generally no contrac- 
tual affiliation between agencies. 
Most are local in their operation. 
Some have established close 
working relationships with other 
agencies around the country and 
thus they refer back and forth. 

As a general rule you should 
apply to the recognized agency 
nearest the area in which you 
wish to locate. 

Agencies are successful pri- 
marily because of reputation. You 
can readily determine the repu- 
tation of any agency in which 
you are interested by checking 
with other physicians and the 
local medical society. 


Assistance 


The other three classes of help 
available to the physician are 
classified advertisements, the De- 


West Virginia Medical Association 
Box 1031 
Charleston 24 


Wisconsin Medical Society 
Placement Service 
Box 1109 
Madison 


Wyoming Board of Medical 
Examiners 
New State Office Building 
Cheyenne 


fense Department and detail men. 

Many good leads are available 
in the classified columns of the 
Journal of the American Medical 
Association and Resident Phy- 
sician. Also, location ads will oc- 
casionally be found in_ state 
journals and in county medical 
society bulletins. 

Should you spend a tour of 
duty in the armed forces before 
you locate, the medical advisor 
to your state selective service 
board can help you. The defense 
department will, upon request, 
send your name to the AMA and 
to state medical societies for 
placement intention. 


Detail men 


Less formal sources for loca- 
tion leads are the detail men of 
the various pharmaceutical manu- 
facturers. Frequently the detail 
men receive information on prac- 
tice opportunities through bul- 
letins from their employer com- 
panies. In addition to this, detail 
men who have been serving a 
certain area for a period of time 
become aequainted with oppor- 
tunities for younger physicians 
and will be glad to give you any 
information they have. 

With all this help available it 


is clearly unnecessary for anyf 
doctor to accept the first open-f 


ing he hears about. Whether he is 
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civilian or military, there are 
many sources of information and 
placement agencies to help him 
make a careful choice of loca- 
tion. 


Nationwide 


We have looked at the general, 
overall picture. We have ob- 
tained information about various 
opportunities within a general 
locality. The next phase of your 
search for a location involves a 
specific choice within the gen- 
eral area. This requires a more 
intimate knowledge of the many 
factors which will influence your 
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professional practice and your 
personal happiness. It also means 
that you will have to leave your 
chair and make a personal visit 
before making your final decision. 

You will consider such things 
as the economy of the particular 
community, growth, standard of 
living, the local tax situation, 
zoning, and such professional fac- 
tors as doctor-population ratio, 
hospital and other facilities, atti- 
tude toward a “new man” on the 
part of the area’s physicians, 
prospects for immediate income 
as well as the longer term view 
of your practice growth potential. 
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You have an important stake in 
a high autopsy percentage at 
your hospital. With a few facts, 


How to 


Get That Autopsy! 


Fiiture to get postmortems is 
an important obstacle to the ad- 
vancement of pathology — and 
thus to medicine and surgery. 

This is not a new fact. 

The contribution of the au- 
topsy to medical education has 
been recognized down through 
the centuries. 

The American Medical Asso- 
ciation requires that any hospital 
approved for internship or resi- 
dency training must maintain a 
specified minimum autopsy per- 
centage. 
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Yet, in spite of this widespread 
acceptance of their value, the per- 
centage of autopsies to hospital 
deaths varies considerably from 
one hospital to another. 

Some centers regularly report 
averages of from 75% to 90%. 
Others rarely exceed 15%. Why 
this difference? 

Do such things as geographic 
distribution and local religious 
and racial customs account for 
the spread? Even a brief com 
parison of the statistics reveal 
that this is not the case. 
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Two hospitals in the same city 
and having the same religious and 
racial division of patients often 
present wide differences in their 
autopsy percentages. 


Resident’s attitude 


Experience has caused many 
hospital administrators to point 
to the resident physician’s atti- 
tude as an important factor. They 
say the resident’s desire or lack 
of desire in personally securing 
autopsy permission from surviv- 
ing relatives plays a_ significant 
part in the percentage of autop- 
sies reported by the hospital. 

One administrator puts it this 
way: “If the resident or intern 
makes a real attempt to get the 
autopsy consent and is prepared 
to answer questions of surviving 
relatives concerning autopsy, he 
can maintain a high batting aver- 
age. The disinterested house 
staffer asks permission as a rou- 
tine formality, takes the first re- 
fusal as the final answer.” 


Autopsy plan 


A good part of the autopsy 
enthusiasm of the house staff de- 
pends, of course, upon the en- 
thusiasm of hospital authorities 
and others on the hospital staff. 

Many hospitals have a definite 
program for securing autopsy 
consent. A typical plan: 
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1. The first physician to meet 
with the relatives asks for autopsy 
permission. Quite often this is 
an intern who presents the au- 
topsy question as if it was sim- 
ply a formality with a “Yes” 
answer expected almost auto- 
matically. 

2. If, after a period of discus- 
sion, the intern feels the relatives 
are set against an autopsy, he 
calls in his resident or chief resi- 
dent. The chief resident, through 
his position of responsibility and 
prestige, may be able to secure 
permission. 

3. If the chief resident fails, it 
is obligatory to call in either the 
private physician or in some 
cases, the hospital pathologist. 
These older physicians may rep- 
resent both close knowledge of 
the patient and experience in the 
procedure. 

If indicated, the chaplain of 
the same religious faith as the de- 
ceased is consulted. 

It is important to note that this 
program is carried out whether 
the death occurs in the night or 
day. Often the relative, told to 
return to the hospital in the morn- 
ing so that someone may ask his 
permission for an autopsy, will 
not return. 

The time to get autopsy con- 
sent is immediately after death. 

And no matter how much help 
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is available, the bulk of the re- 
sponsibility and the best chance 
for approval rests with the initial 
interviewer — usually the intern 
or resident physician. 


Relatives refuse 


In most cases there will be 
some objection. Common ways 
of expressing an objection are: 

“No! I couldn’t.” 

“He suffered enough. Leave 
him alone.” 

“It’s against my religion.” 

“I don’t want him used for ex- 
periments.” 

“I want him to be buried im- 
mediately.” 

“I don’t want him cut to pieces 
or mutilated.” 

When a patient dies, close rela- 
tives quite naturally go through 
an emotional crisis. In their 
shock and sorrow, they do not 
think or act normally. They also 
need and expect sympathy. Those 
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who are not outwardly religious 
frequently become so. Thus, if 
the physician’s approach is tact- 
less or careless he will adversely 
affect his chances of getting au- 
topsy permission. 

Such expressions as: “Now I 
hate to ask you this...” or, “I 
know you won’t want to, but 
please consider it . . . ” usually 
repel the relative. A sympathetic, 
yet sincere and straightforward 
approach is best: “I know how 
deeply you must feel your loss. 
Everything that could be done 
was done to help your husband. 
We would like to make a final 
examination to determine the ex- 
act cause of death and effects of 
our treatment . . . with your per- 
mission.” 


Answer objections 


Avoid words like autopsy and 
postmortem which have unpleas- 
ant connotations in lay eyes. 

If the relative refuses without 
giving a reason, ask for one. If 
it is because immediate burial is 
wanted, assurance can be given 
that the entire examination won't 
take more than one hour; the 
burial will not be delayed. 

Some will say that it is against 
their religion. They probably 
won't give the specific teaching 
of their religion, because usually 
they do not know. 
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Perhaps they have been told 
somewhere that an autopsy is 
against all religions. The fact is, 
no religion stands opposed to 
such an examination. Just the 
opposite. Nearly all religions con- 
sider autopsy almost obligatory 
if some information might be de- 
tived from the procedure which 
could be of assistance to any per- 
sons living. And it is difficult to 
conceive of an autopsy that did 
not offer at least one observer at 
least one item of value in treat- 
ing another patient in the future. 


Assurance 


It should be emphasized to the 
objecting relative that a proper 
autopsy is not a desecration of the 
deceased. If necessary to go into 
details, there are affirmative ex- 
pressions such as “a surgical in- 
cision is made, skillfully repaired 
and no visible scar remains.” 

Sometimes it is even necessary 
to assure the relative that de- 
ceased cannot suffer because 
of a necropsy: “Your  hus- 
band is in God’s hands. He can- 
not suffer but can enrich our 
knowledge and thus serve as a 
blessing to humanity. Your hus- 
band would undoubtedly wish it 


} that way, I’m sure.” 


The offer to call in a minister, 
priest, or rabbi is usually suf- 
ficient to convince the relative 


April 1959, Vol. 5, No. 4 


that there is no religious opposi- 
tion to autopsy. 

Many relatives ask for time to 
think about it. Experience has 
shown that the longer the time in- 
terval after death, the less the 
possibility of receiving permis- 
sion. 

Frequently, the relative will 
want assurance from someone 
else. Even though, legally, it is 
only one person’s decision to 
make, he may want to call on 
friends and other relatives for 
their opinion. Try to avoid this. 
For even if five relatives are 
called and four agree that permis- 
sion should be given, the one re- 
fusal may be. enough to convince 
the responsible party to deny per- 
mission. 

Reminding a relative that an 
autopsy will usually determine the 
exact cause of death and so pre- 
vent red tape on insurance bene- 
fits may be helpful on occasion. 


Point of law 


There are important legal ques- 
tions to consider in connection 
with autopsy permission. How- 
ever, controlling state laws differ 
widely and each resident would 
be wise to read those laws which 
govern his hospital. 

Autopsy permission should, of 
course, be obtained from the per- 
son legally entitled to give it— 
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although medical examiners have 
the authority to order an autopsy 
without permission of the respon- 
sible relative. 

In some cases it is obvious who 
is legally entitled to give permis- 
sion. In most states a surviving 
spouse, legally married at the time 
of death, is the one from whom 
permission should be sought. 

If there is no surviving spouse, 
the authority usually goes to the 
children—unless minors. 

Occasionally the situation is 
more obscure. If the individual 
died a bachelor or a widow with 
no living parent and the only sur- 
viving relatives are cousins, 
brothers, or sisters, whom should 
you approach for autopsy permis- 
sion? While there is no pat an- 
swer, since the situation has many 
variables, the resident can consult 
with his chief of service or the 
attending physician to determine 
the proper individual from whom 
autopsy permission should be ob- 
tained. 


Guide 


Most hospitals have a “Guide 
to Autopsy Procedures” outlining 
the proper steps to be taken by 
the house officer. Quoting from 
one hospital’s guide: 

“When death occurs from nat- 
ural causes and the body is 
claimed by relatives, the follow- 


ing order of nearest-of-kin pre- 
vails: (1) marital partner; (2) 
child over 21; (3) parent; (4) 
sibling and descendants; (5) 
grandparent; (6) uncle or aunt; 
(7) cousin. Permission is valid 
only if signed by the survivor 
ranking highest in the above 
list. . . . Commonlaw partners 
have no legal standing as rela- 
tives; on the other hand, a sepa- 
rated but undivorced spouse is 
still nearest-of-kin so far as sign- 
ing permission for autopsy is 
concerned. Step children or step- 
parents, unless legal adoption has 
taken place, cannot grant permis- 
sion. If there is more than one 
survivor of an equal degree of 
kinship, one signature only is suf- 
ficient, if it is understood that no 
objection to an autopsy has been 
raised by the other relatives. 

“Two permission slips are to 
be signed by the nearest-of-kin. 
After the permission slips have 
been signed: 

@ Take permissions, x - rays 
and chart (under no circum- 
stances will an autopsy be per- 
formed if the chart is unavail- 
able) to the medical superinten- 
dent or night superintendent for 
his signature. 

@ Leave one permission slip 
at Information Desk. While 
there, obtain white statistics sheet 
and fill in top half. 
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@ Bring remaining permission 
slip, x-rays and chart to third 
floor, mortuary building. 

@ Go to the morgue and sign 
both linen identification tags at- 
tached to the body’s ankle and 
wrist (occasionally, the latter is 
affixed to the outside of the box). 

This procedure is varied when 
death occurs from natural causes, 
and the body is claimed by friends 
or is unclaimed, or when death 
is a result of an accident, suicide, 
homicide, addiction, abortion, 
poisoning (medical examiner 
cases).” 

Before any autopsy is per- 
formed, the autopsy request form 
should always be reviewed by the 


hospital administrator or the chief 
of service. Often the medical 
superintendent must give the final 
okay. 


Incentive plan 


Some hospitals offer induce- 
ments to residents to raise au- 
topsy percentages. One resident’s 
description: “In one hospital 
where I took resident training, 
the autopsy percentage reached 
such a low level that the hospital 
authorities were notified by the 
American Medical Association 
that if the autopsy percentage 
were not increased substantially 
the hospital would have difficulty 
remaining on the approved list.” 
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“The board of trustees,” said 
the resident, “decided to try 
something to raise the autopsy 
rate. First they offered us a bonus 
of a carton of cigarettes for each 
autopsy permission received. 
Then they added a prize of $10 
each month to the resident with 
the highest autopsy percentage.” 

The plan got quick results. “In 
two months,” the resident re- 
ported, “the autopsy percentage 
of our hospital quadrupled.” 

Though the methods used in 
this program leave much for de- 
bate, it served to demonstrate 
that when both the hospital ad- 
ministration and the residents 
were enthusiastic about securing 
autopsy permission, a high per- 
centage of autopsies was attained. 


Cooperative program 


Another successful method 
used in many high-rated hospitals 
is a “responsibility and follow- 
up” program. One hospital, listed 
by the A.M.A. among the top 10 
hospitals in the nation for au- 
topsy percentage, described the 
method: “We have a very close 
cooperative function in the pro- 
curement of permission for au- 
topsies; which function involves 
extensive cooperation of interns, 
residents, hospital administration, 
nursing office, attendings and the 
pathology department. 
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(1) It is the responsibility of 
the resident and intern staff to 
contact the relatives of the de- 
ceased immediately on the first 
visit to the hospital, whether this 
be in the daytime or the middle 
of the night. 

(2) It is the duty of the nurses 
to immediately notify the house 
staff at the time when the rela- 
tives first appear. We feel that 
by approaching the relatives im- 
mediately, we have a_ better 
chance for autopsy permission. 

(3) Our approach is one of 
sincerity and honesty. We don’t 
permit misleading statements or 
any talks associated with in- 
sincerity of purpose to be used 
in the approach for the autopsy 
permission. We approach the 
relatives with the attitude of try- 
ing to help them in that they are 
helping us. 

(4) If the relatives go home 
to talk the situation over with the 


family, we frequently go home 
with them and talk to the family 
at home. The pathologist, him- 
self, will frequently do this. It 
has been our experience that with 
the proper sincere approach to 
the family, most people will co- 
operate. The attending will often 
help us when there is some doubt 
in the minds of the family.” 

In conclusion, this hospital re- 
ports: “If there is a failure in the 
procurement of autopsy permis- 
sion such a failure must be ex- 
plained to the pathologist.” 

Incidentally, this hospital se- 
cures eight autopsies in every ten 
deaths. 

Though you may not have con- 
trol over hospital procedures, you 
can lift your own rate of autopsy 
permissions. 

Certainly the effect on your 
training will alone be well worth 
the small amount of extra effort 
required. 
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Third of a series 
on various specialties 


Equipping the 


Surgeon's Office 


What equipment must the general surgeon have 
in his beginning practice? How much will it 
cost? Here are some answers from surgeons 


now in practice. 


Repiies from the survey of gen- 
eral surgeons which formed the 
basis for this equipping article 
clearly indicated two types of 
general surgical practice. 

One represents the practice of 
those surgeons who are some dis- 
tance from the nearest hospital. 
Surgeons in this group rely on 
their own office facilities for a 
considerable part of their opera- 
tive work. Equipment is elab- 
orate. Patient care facilities are 
extensive. Nurses or other 
trained personnel are employed. 

In a sense then, surgeons in 
this group head up an integrated 
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operation, one which might be 
likened to a hospital in miniature. 

The second group of general 
surgeons, a majority of surgeons 
responding to the survey, have 
office facilities which lie at the 
opposite end of the scale. Very 
little surgery is done in their of- 
fices. In the extreme case, no 
surgery at all is done “on prem- 
ises’”—but is taken to the hos- 
pital. 

Practically all surgeons, how- 
ever, make provision for dress- 
ings, biopsies, suture removal and 
certain so called “minor” surgi- 
cal procedures. 
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And though the resident may 
hope some day to have every con- 
ceivable kind of surgical equip- 
ment on hand, generally he will 
begin his practice in more mod- 
est surroundings. This article, 
then, concerns itself with the be- 
ginning practice. Most items dis- 
cussed are of a “must” variety— 
although mention will be made of 
some added starters. 


Office decor 


The design and decor of the 
general surgeon’s office, accord- 
ing to our survey, fits itself into 
one of two distinct categories. 
First is the “aseptic” type, notable 
for its “hospital look.” Equip- 
ment and furnishings are func- 
tional in appearance as well as 
design. Furnishings are liberally 
sprinkled with stainless steel and 
chrome over white enamel. Few 
embellishments or decorations, 
simply for the sake of decoration, 
are visible. The atmosphere is 
one of business-like efficiency. 

The second class of furnishings 
and appearance, becoming more 
popular in recent years, is what 
might be described as the casual, 
warm type and presenting a 
homelike and relaxed atmos- 
phere. Color and texture in 
drapes and carpeting is inviting 
and appealing to the eye. Nat- 
ural woods, colored plastics and 


upholstery are evident in both 
furniture and accessories. 

Even the examining room may 
carry through with this “living 
room atmosphere” and the equip- 
ment is often mahogany, tan or 
pastel in color, but not white. 

Selection of either a “home” 
or “hospital” decor, as well as 
the specific furnishings, is best 
left to the surgeon’s own prefer- 
ence. Both are attractive. Each 
offers advantages and disadvan- 
tages, many of which are more 
aesthetic than practical. 

Generally speaking, the “hos- 
pital” decor is less expensive to 
attain and maintain. 


Although similar to that of 
many specialists, the surgeon’s 
waiting room requires added con- 
sideration on two points concern- 
ing his patients. The waiting 
room should be comfortable and 
completely restful in its atmos- 
phere. Very often the surgical 
patient, both pre-op and post-op, 
is apprehensive and tense. Much 
can be done in the choice of 
color and texture to make the 
waiting room soothing and relax- 
ing. Gaudy and garish design, 
even in minor decorations, is to 
be avoided. Lighting should be 
bright but shaded adequately to 
prevent glare and promote com- 
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What equipment is needed in the be- 
ginning practice of general surgery? 
“Resident Physician” recently put this 
question to a number of practicing 
surgeons. Based on their answers, this 
article is presented as a guide to those 
residents who will soon be setting up 
a practice in the specialty. Since cost 
is an important factor in the selection 
of equipment, an approximate range 
of prices has been indicated for each 
item wherever possible as an aid to 
the resident in estimating his overall 
equipment investment. 


fort. (Many surgeons stressed 
this point.) 

The size of the waiting room 
should allow for the fact that 
many surgical patients are ac- 
companied or assisted to the sur- 
geon’s office. The average wait- 
ing room of those surgeons re- 
sponding to the survey made pro- 
vision for seating six to ten indi- 
viduals. 


Chairs, floor covering 


As revealed in our survey, the 
most common type of waiting 
room chair in most surgeon’s of- 
fices is plastic covered wood or 
metal. This was chosen because 


it was “economical, attractive 
and easy to maintain.” The num- 
ber of chairs, of course, depends 
upon the size of the waiting 
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room; the price of the chair 
ranged from $25 to $40, accord- 
ing to general surgeons queried. 

The floor of the waiting room 
was carpeted in 40% of the of- 
fices of surgeons interviewed. 
Price of the carpet including un- 
derpad varied from $8 to $12 per 
square yard installed. About 
10% had the floor of the waiting 
room covered with rubber tile; 
35% had some form of plastic 
tile. The average cost of floor 
covering was $400 for the entire 
office. 

A few comments were: “rub- 
ber tile and cork is quieter and 
softer,” plastic tile “is cheaper 
and easier to take care of,” and 
“carpeting is dignified and adds 
to a homelike feeling.” 

The lamps chosen for illumina- 
tion in the majority of cases were 
table lamps and the average re- 
ported cost was $35 per lamp. 
(Prices ranged from $20 to $55.) 

Tables are required for lamps 
and magazines. These can be ob- 
tained for no more than $30 to 
$40 each. Ashtrays should be 
present in the waiting room “in 
quantity” and be of sufficient 
size. “Used by heavy smokers 
for more than thirty minutes, the 
average ashtray will overflow— 
your furniture and rugs will soon 
look pretty awful,” was one sur- 
geon’s comment. 
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Consultation room 


The surgeon’s consultation 
room should be roomy and com- 
fortable. The surgeon often finds 
it necessary to take a rather 
lengthy history and comfort is 
important. The desk presents no 
special problem. It should, of 
course, be kept in harmony with 
the decor of the room. Many sur- 
geons are of the massive, multi- 
drawer desk school; others prefer 
to keep papers and forms in a 
cabinet and use a small one- 
drawer desk for history taking, 
etc. 

A good desk can be purchased 
for as little as $90. “But it’s easy 
to find one for $500 if you have 
nothing better to do with your 
money,” said one surgeon. 

Average price paid by our re- 
sponding surgeons was under 
$200. 

The desk may or may not re- 
quire a lamp of some sort. If 
one is chosen it should be chosen 
with the thought in mind that it 
should illuminate only the desk 
surface—not get in the patient’s 
eyes. A good desk lamp may be 
purchased for under $50. 

The surgeon (as most special- 
ists) can profitably devote special 
consideration to his own desk 
chair. “Get one to fit — you'll 
spend plenty of hours in it...” 
advises one surgeon. The average 


price quoted for such a chair was 
from $90 to $150. 

Two additional chairs should 
be in the room, one for the pa- 
tient and one for a relative or 
friend. These chairs are less ex- 
pensive and should certainly cost 
no more than $75 each. Some 
surgeons reported having a couch 
in their consultation room 
(usually covered with leather or 
plastic). Such a couch, if wanted, 
can be purchased for a price of 
between $150 and $250. 

The decoration of the consul- 
tation room should be restrained 
and dignified. Diplomas and cre- 
dentials should be attractively 
framed. “They are decorative 
and impressive” and “give the 
patient tangible evidence that his 
confidence in the surgeon is well- 
placed.” 

Bookcases are needed. These 
should be attractive as well as 
functional and in harmony with 
other furniture in the room. 
They need not be expensive to b: 
well built. 


Examining room 


The examining room in a sur- 
geon’s office usually contains an 
examining table, a_ treatment 
stand, a treatment cabinet, and 
a good lighting arrangement. The 
surgeon may have another room 
for minor surgery. 
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TWO STEPS TO SAVINGS 


1. Consult an office equipment 
company which maintains an ad- 
visory staff having experience in 
equipping doctors’ offices. 

2. Make a tentative list of equip- 
ment items you think you'll need 
immediately — together with cost 
estimates. 


In general, the examining table 
should be sturdy and should 
either be adjustable in height or 
have a step stool for the patient. 
An electrical outlet is a con- 
venient accessory. 

An examining table can be 
bought new at prices from $200 
to $800. Secondhand tables may 
be obtained in some localities for 
a price as low as $75 plus extra 
for repainting and conditioning 
($10-$25). 

Operating tables were reported 
by 20% of the surgeons inter- 
viewed. Many of these surgeons 
were in areas far from hospitals. 
Tables were primarily of the 
“hospital” type, are adjustable to 
a number of different positions 
which the surgeon requires in his 
operating procedures. The cost 
of these tables varied from $800 
to $1200 and more, according to 
respondents. 
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Treatment stands and cabinets, 
necessary to hold instruments and 
other apparatus, can be purchased 
for $75 to $200. 

Some method of instrument 
sterilization is needed. Nearly 
40% of our survey respondents 
reported they had an autoclave 
in their offices; the average price 
given was $250 to $300. The re- 
mainder of surgeons responding 
used conventional water steriliz- 
ers. Prices here were generally 
under $75. 


Special equipment 

Three out of ten surgeons 
stated they used a diathermy ma- 
chine in their offices. Surgeons 
in this group reported a large 
compensation practice. The price 
of diathermy equipment is $700 
to $800. Roughly 20% of the 
responding surgeons had an ultra- 
sonic apparatus; reported costs 
ran around $500. 

BMR equipment was present 
in 25% of the offices surveyed. 
Those who had such an apparatus 
admitted it was used in their prac- 
tice because they were interested 
in thyroid procedures; but they 
indicated that the added expense 
of such equipment would prob- 
ably eliminate it from considera- 
tion in the beginning practice. 
This apparatus costs from $400 
to $700. 
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A microscope is part of the 
surgeon’s equipment and will cost 
$250 or more new or $175 
secondhand. 

Minor surgical instruments and 
drugs needed to stock the new 
office usually average no more 
than $200 combined, according 
to our survey. 

Illumination in this room is ex- 
tremely important; the type of 
light selected should be one that 
offers a bright, shadowless light 
and can be focused. The price 
of a suitable light varies from a 
low $25 to a high of about $250. 


The majority of surgeons did 
not think an x-ray machine was 
“necessary for the beginning sur- 
geon.” One reported: “The few 
cases where an x-ray may be in- 
dicated in the early years of prac- 
tice can easily be referred.” 


Other instruments 


Other instruments needed will 
depend upon the individual sur- 
geon. A sigmoidoscope may be 
added to the list if this procedure 
is to be done in the surgeon’s of- 
fice, a bronchoscope, too, may be 
added. 
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In many surgeon’s offices there 
is an extra room, a “utility 
room.” It may consist of a small 
laboratory, a place to clean and 
sterilize instruments and gloves, 
perhaps a small table where the 
patient can receive diathermy 
therapy. Laboratory equipment 
needed for the general surgeon 
in the beginning, that is equip- 
ment sufficient to do blood 
counts, sedimentation rates and 
urines, should cost no more than 
$35 to $50. A simple upright, 
rigid table where patients can re- 
ceive ultrasonic or diathermy 
therapy can cost as little as $35 
to $50. 

A big item and one which may 
be needed in some localities is 
anesthesia equipment. Most sur- 
geons in large cities reported they 
did not prefer to give general 
anesthesia in the office, feeling 
that such cases “should be oper- 
ated on in the hospital.” In 
smaller localities some surgeons 
find it necessary to have this 
equipment in their office. 

Many surgeons used electric 
cautery in their first year, some 
60% of the interviewed surgeons. 
Such an apparatus, of sufficient 


size and intensity to accomplish 
the work required may cost as 
much as $350. 


Dressing room and lavatory 


Since these rooms are used so 
frequently, special care should be 
taken in furnishing them. The 
dressing room should be sepa- 
rated from the lavatory and ad- 
jacent to the examining room. It 
should be well-lighted, have a 
seat and a mirror. Hangers and 
hooks should be supplied for 
clothing and gowns. The door 
should be able to be locked from 
within. The total cost of dressing 
room equipment is usually under 
$100. 

The lavatory, aside from being 
readily available to both the wait- 
ing room and the examining 
room, should contain a wash 
bowl, stool, a mirror, shelf, waste 
basket, soap and towels. Your 
nurse will have access to sanitary 
items and will make this known 
to each patient. 

In summary, the total cost of 
office equipment of those re- 
sponding to the RESIDENT PHy- 
SICIAN survey ranged from a low 
of $2300 to a bit over $5000. 
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Residency Training in a 
Full-time Staff Hospital and Clinic 


From its beginning in 1915, the Geisinger Memorial 
Hospital was organized with a full-time staff, following 
the program long proven successful at the Mayo Clinic, 
Cleveland Clinic, Ochsner Foundation, and in many of 
our leading university medical centers. The author of 
these notes, having been trained at the Mayo Clinic, 
felt it logical, when he assumed charge many years ago, 
that the type of organization he had come to know so 
well at Rochester should be followed in Danville. 

The institution, rather than remaining a local com- 
munity hospital, developed into a medical center di- 
rected by a staff of full-time specialists and serving a 
widespread territory. In 1957 patients were admitted 
from about 450 towns other than Danville, from most 
of the counties in Pennsylvania and from nineteen states 
other than Pennsylvania. Forty men serve full-time on 
the staff, having no outside practices and devoting all 
their professional time to the care of patients of the 
institution. All major specialties are represented. Prac- 
tically all staff members are board certified. With the 
interns and residents, the total number of physicians 
working in the institution is 72. 
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Since the opening of the hospital, 
training of young physicians has be- 
come one of the staff's important 
responsibilities. The Geisinger Hos- 
pital was one of the first in the area 
to be approved for intern and resi- 
dent training. At the present time it 
has one of the largest number of y 
approved residencies of any hos- 
pital of its size in the East. Resi- HAROLD L. FOSS 
dencies are available in 14 special- 
ties. Since its opening 300 interns Hospital and Clinic 
and 154 residents have been trained. 

The hospital has an outstanding training school for 
nurses. A new school building, devoted purely to lab- 
oratories, class and lecture rooms, has recently been 
completed. The School for Nursing is one of the com- 
paratively few in the United States fully accredited by 
the National League for Nursing. Since its opening 961 
nurses have received their diplomas here. 

However, it is the matter of training young men 
recently completing internships and who enter one of 
our residency programs of which I wish especially to 
speak. 

Somewhat removed from the urban medical centers, 
yet in a lovely and prosperous section of semi-rural 
Pennsylvania, there has been established one of the 
finest hospitals in America. A munificent gift from a 
wealthy, farsighted and kindly patron, plus the deter- 
mination on the part of an ever enlarging staff of full- 
time specialists to provide the sick, in a community 
removed from the metropolitan areas, as high a type 
of diagnostic and therapeutic service as is available 
anywhere resulted in the institution becoming a medical 
center admitting a large number of patients from an 
ever widening territory. 

Because of the large amount of clinical material 
available for teaching and the fact that the residents 
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are in constant contact with staff members who spend 
all their professional time at the hospital and have 
developed an abiding interest in teaching, the program 
has become an especially attractive one for young men 
wishing to perfect themselves in any one of a number 
of special fields of medicine. 

Frequently made comments by our residents or by 
professional visitors touch on the surprising variety of 
conditions found in this institution and the frequency 
with which rare and unusual problems present them- 
selves. In the outpatient clinic, while the actual number 
of outpatient visits totals each year about 100,000 yet 
when all visits, treatments, and examinations are 
summed they total over 200,000. With such a large 
amount of “material” passing through the hospital and 
clinic annually it is natural that rare and especially 
interesting problems should present themselves in con- 
siderable numbers together with thousands of examples 
of the more common types of diseases, regarding the 
diagnosis and therapy of which it is so essential the 
young specialists become familiar. 
~ While the significance of research, didactic teaching 
and instruction in the basic sciences are fully realized, 
opportunities for practical experience at the bedside, 
in the operating room and in the outpatient clinic are 
the essential features of the residency programs at the 
Geisinger Hospital. The 11,000 patients admitted an- 
nually as bed patients with about 100,000 outpatient 
clinic visits afford an excellent opportunity for close 
study by the 30 to 40 residents constantly on service 
in various divisions of the residency training program. 
As to basic science; the majority of residents arriving 
here come with this segment of their professional train- 
ing behind them; others through a sponsorship arrange- 
ment with the hospital leave for six months to a year 
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for training in these fields at the Graduate School of 
the University of Pennsylvania. 

The important matters, especially to the young doc- 
tor, of stipend, housing, and so on have been given full 
consideration as they must in these inflationary days 
and when a far larger percentage of young graduate 
students are married than was the case a few years ago. 

Sometime ago the hospital built seven individual 
homes for married residents, these being erected on the 
hospital property close to the institution, and with asso- 
ciated playgrounds for children. Ten others of still 
better quality, all attractively furnished, with ample 
playground and lawn space for recreational activities 
are being projected for the summer of 1958 both for 
interns and residents. The extensive property, of thir- 
teen acres, on which the hospital and clinic proper are 


situated, all of which has been attractively landscaped, 
lends itself particularly well to these projects. 
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Clinico—Pathological 


Conference 


Geisinger Memorial Hospital and Foss Clinic 


G. R. was a sixteen-month-old 
white female child who was re- 
ferred to Geisinger Memorial 
Hospital and Foss Clinic with the 
chief complaint of fever. The 
family history was not contribu- 
tory. The past history revealed 
an upper respiratory infection 
with associated otitis media and 
swollen glands approximately one 
‘year ago but no other significant 
illnesses. 

Present iliness 


The child was apparently well 
until two weeks prior to admis- 
sion when she developed coryza, 
fever, cough, and vomiting. The 
vomiting lasted for one day. The 
child was placed on an unknown 
type of antibiotic for a five-day 
period by her local physician. 
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Approximately ten days prior to 
admission the child broke out in 
a typical rubeola rash. Six days 
prior to admission the temper- 
ature had returned to normal. 
Three days prior to admission the 
rash cleared, but the cough con- 
tinued and became worse. 
Thirty-six hours prior to admis- 
sion fever was noted, vomiting 
again occurred, and the mother 
noted that the child had “coarse” 
breathing. Twelve hours prior to 
admission with fever continuing, 
the child was noted to be breath- 
ing quite rapidly and was taken 
to the family physician who re- 
ferred her to the hospital. A re- 
view of systems was negative ex- 
cept for a history of an abscess 
of the buttock approximately one 
month prior to admission. 
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Physical examination 


At the time of admission the 
child was acutely and severely ill, 
but not cyanotic. The tempei- 
ature was 105.4° F. rectally; the 
pulse rate was 150 per minute. 
Respirations were grunting in 
character and the respiratory rate 
was 60 per minute. The breath 
sounds were coarse and rales 
were heard in mid-inspiration dif- 
fusely in both lung fields. There 
was injection and edema of the 
nasal and pharyngeal mucous 
membranes and 2+ cervical 
lymphadenopathy was present. 


Laboratory data 


The red blood cell count was 
3,430,000 per mm* with 9.3 
grams of hemoglobin. The white 
blood count was 16,650 with 
55% neutrophils and 45% lym- 
phocytes. Urinalysis showed al- 
buminuria but was otherwise nor- 
mal. The spinal fluid was clear 
and contained 28 milligrams of 
glucose per 100 ml., 14.5 milli- 
grams of protein per 100 ml., and 
4 lymphocytes per mm’. Twenty- 
four hours after admission to the 
hospital the blood culture and the 
cerebrospinal fluid culture which 
had been taken at the time of ad- 
mission were reported as sterile. 
The nose and throat culture 
showed hemolytic and non- 
hemolytic staphylococci. Another 
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spinal fluid culture done about 
six hours prior to death was re- 


ported as sterile. 
X-ray report 


Posterior-anterior and lateral 
chest films taken at the time of 
admission showed a homog- 
eneous density in the anterior 
segment of the left upper lobe. 
There was also a dense shadow in 
the medial basal portion of the 
right lower lobe. There was no 
evidence of loculated emphysema 
and no pleural reaction. 

Erect posterior - anterior and 
lateral chest films taken 24 hours 
later showed some increase in the 
size of the densities in the left 
upper lobe and the right lower 
lobe and there was now bilateral 
pleural thickening. 


Impression 


Bilateral pneumonia. The bi- 
lateral pleural reaction might fa- 
vor a staphylococcic infection, 
but there are no areas of locu- 
lated emphysema of the type of- 
ten associated with a staphylococ- 
cic infection. 


Course of iliness 


The child was given intra- 
muscular penicillin and strepto- 
mycin as well as intravenous 
Aureomycin. Intravenous fluids 
and electrolytes, including a 
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whole - blood transfusion, were 
given and the child was placed 
in an oxygen tent. Sodium phe- 
nobarbital was given intramuscu- 
larly. No improvement was noted 
after 24 hours and at that time 
the child was pale, the skin had 
become mottled, and the heart 
rate had increased to 200 per 
minute. The liver was easily pal- 
pable two finger breadths below 
the right costal margin. The child 
was digitalized (Digitoxin, 20 
micrograms per kilogram in 
twenty-four hours) and was 
given intravenous hydrocortisone 
(4 milligrams per kilogram, 10 
milligrams per hour) and intra- 
venous erythromycin (25 milli- 
grams per kilogram per twenty- 
four hours in six divided doses). 
Twenty-six hours after admission 
the child had a tonic clonic con- 
vulsion which did not respond 
well to intravenous administration 
of calcium gluconate, but was 
controlled by the addition of in- 
travenous amytal. Thirty hours 
after admission to the hospital a 
repeat lumbar puncture was done 
at which time the cerebrospinal 
fluid pressure was 330 mm. of 
water. Slow removal of cerebro- 
spinal fluid with reduction of 
pressure to 200 mm. of HoH did 
not result in clinical improve- 
ment. The child continued to 
have increasing respiratory dis- 


tress, became comatose and 
ashen, and died thirty-six hours 
after admission. 

The final clinical diagnosis 
was pneumonia and septicemia 
probably due to staphylococci 
and probable post-measles en- 
cephalitis. 


Discussion 


Dr. THOMAS F. FLETCHER 
(pediatrician): The case presented 
is one of an infant with pnev- 
monia who did not respond to 
intensive chemotherapy. The fact 
that the child was sixteen months 
of age and that pneumonia fol- 
lowed measles would increase the 
likelihood that the infection was 
due either to beta hemolytic 
streptococci or to staphylococci. 
The x-rays taken at the time of 
admission confirmed the presence 
of the pneumonia, but there was 
no pathognomonic distribution of 
consolidation, a state of affairs 
sometimes seen with staphylococ- 
cal pneumonia. 

The onset of the pneumonia 
was insidious for it seemed to de- 
velop over a period of several 
days. This type of onset plus the 
lack of response to streptomycin 
suggests that the pneumonia was 


not due to hemophilus influenzae. [ 


The fact that the nose and throat 
cultures showed only hemolytic 
and nonhemolytic staphylococci 


Resident Physician 


hylo 
pnet 
to ii 
sugs 
wer 
thar 
T 

mis: 
pres 
shox 
mas 
sho 
twe: 
tion 
cate 
whi 
cati 
stay 
the 
The 
sug 
ven 
to | 
infl 
red 
ity, 
cul: 
era! 
to 
Spi 
as 1 
pec 
Spc 
wo 
wh 
78 Apl 


strongly suggested that the stap- 
hylococcus was the cause of the 
pneumonia. The lack of response 
to intensive chemotherapy would 
suggest also that staphylococci 
were the etiological agent rather 
than pneumococci or strepto- 
cocci. 
Twenty-four hours after ad- 
mission to the hospital the child 
presented the clinical picture of 
shock. This was probably due to 
massive sepsis or bacteremic 
shock. Since this occurred 


twenty-four hours after the initia- 
tion of antibiotics, it would indi- 
cate the presence of an organism 
which was resistant to the medi- 
cations being used, and again 


staphylococci would have to be 
the bacteria under consideration. 
The evidence of bacteremic shock 
suggested to us the use of intra- 
venous hydrocortisone in order 
to gain the benefits of its anti- 
inflammatory action, to assist in 
reducing the capillary permeabil- 
ity, to assist in maintaining vas- 
cular tone, and to reduce the gen- 
eral toxicity, functions attributed 
to intravenous hydrocortisone by 
Spink. Erythromycin was chosen 
as the drug to counteract the sus- 
pected staphylococcal infection. 
Chloramphenicol, novobiocin, or 
Spontin, and possibly Furadantin 
would have been other drugs 
which could have been used while 
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staphylococcal infection was sus- 
pected. In hindsight, the lack of 
response of this patient to ery- 
thromycin would cause one to 
suspect that the organism was re- 
sistant to this antibiotic. 

The child was digitalized be- 
cause of the possibility that in 
the presence of severe diffuse 
pneumonia acute right-sided heart 
failure might be produced. It is 
on this basis that we use digitalis 
frequently as a prophylactic agent 
in small infants with severe res- 
piratory infections. The convul- 
sions that this patient had were 
thought to be secondary either to 
a respiratory alkalosis with tetany 
or to an encephalitis. Blood com- 
bining power tests were not made. 

In summary, I feel that this 
child ran a course highly sugges- 
tive of staphylococcal pneumonia 
and septicemia. The child was 
less than eighteen months of age 
and the infection itself compli- 
cated a viral infection, rubeola. 
The lack of response to the anti- 
biotics would suggest that the syn- 
ergistic action sometimes noted 
with penicillin and streptomycin 
vs. staphylococci in vitro was not 
present here and that the organ- 
ism was resistant to erythromycin 
as well. The child developed bac- 
teremic shock and died. It is 
possible that she had post- 
measles encephalitis. 
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Autopsy 


The cause of death was conflu- 
ent bilateral staphylococcal pneu- 
monia with multiple pulmonary 
abscesses, staphylococcal bacte- 
remia, and suggestive cor pul- 
monale. 

External examination revealed 
a well-nourished, well-developed 
female child with firm anterior 
and posterior cervical lymph 
nodes about 1.5 cm in diameter. 

The pleural cavities were par- 


FIGURE 1. The 
pleural surface of 
the left upper lobe 
is studded with ab. 
scesses surrounded 
by areas of hemor. 
rhage and exuding 
pus. 


tially obliterated by thin, reddish- 
yellow, fibrino-purulent adhesions 
and exudate between the visceral 
and parietal pleura. About 20 ml 
of cloudy, yellow fluid was pres- 
ent in the right pleural cavity. 
Both lungs were greyish-purple 
and their visceral pleura irregu- 
larly coated with shaggy, reddish- 
yellow pus. They felt irregularly 
nodular and solid without crepita- 
tion. The anterior surface of the 
left upper lobe was studded with 
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FIGURE 2. The cut 
surface of the right 
lower lobe is wet. It 
is studded with soft, 
pale, bulging ab- 
scesses which have 
peribronchial and 
lobular distribution. 
Some of these ex- 
tend to the pleural 
surface. 


metric! system? 


INCHES 


numerous pale yellow nodules, 
0.5 to 1.0 cm in diameter, sur- 
rounded by bright red zones of 
hemorrhage and exuding pus 


(Figure 1). The mucosal sur- 
faces of the bronchi were in- 
jected. On cut section the par- 
enchyma was wet and deep 
purplish-red and was studded with 
numerous, soft, pale, bulging ab- 
scesses, 0.3 to 0.5 cm in diameter, 
which exuded pus on slight pres- 
sure. These were both peri- 
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bronchial and lobular in distri- 
bution and some extended to the 
periphery, draining pus onto the 
pleural surface (Figure 2). 

The microscopic findings in the 
lungs were those of severe tissue 
destruction and abscess forma- 
tion. There were numerous well- 
circumscribed areas with com- 
plete loss of lung architecture. 
These areas were filled with poly- 
morphonuclear cells and were 
surrounded by a fibrinous, ne- 
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PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL 
or EMOTIONAL DISTURBANCES 
tHroucH DUAL ACTION 


of two | 


of the | 


more . 


PROZINE controls anxiety and tension as well as 
motor excitability. This effect on the components of emotional reac- 
tion is possible because of the dual sites of action of PROZINE—the 
thalamic and hypothalamic areas of the brain. The unique dual action 
of PROZINE enables the physician to exert more specific control 
over emotionally disturbed patients. 


PROZINE controls emotional disturbances manifested by apprehen- 
sion and agitation, insomnia, nausea and vomiting, gastrointestinal 
symptoms, alcoholism, menopausal symptoms, premenstrual tension. 


PROZINE js indicated in patients having a primary emotional dis- 
turbance, in patients having an emotional disturbance unrelated 
their organic disease, and in patients emotionally disturbed by pri- 
mary organic disease. PROZINE is especially useful in overly appre- 
hensive medical patients—including surgical and obstetrical—and in 
emotional problems of children, adolescents, and the aged. It also is 
useful in emotionally disturbed patients who receive little or no relie! 
from analgesics, barbiturates, anticholinergics, antihypertensives, and 
hormones (estrogens and corticoids). 


*Trademark 
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IMULTANEOUS ACTION 


of two psychotropic drugs 


ON dfecting two areas 


J] as brain, produces 
reac- Enmore SPECIFIC CONTROL 


—the 
ction 


ae PROZINE in the recommended dosage (1 or 2 capsules, 
0 


3 or 4 times daily) produces more specific control than is 
obtainable with high doses of other ataractic agents. 


hen- in emotionally disturbed patients on PROZINE the 
tinal dose required is diminished to the point where the inci- 
sion. dence of side-effects and toxicity reactions is minimal* 
‘dis. and the patient is calm, tranquil, and amenable to 
fee additional therapy, whether it be educational, medical, 
ai or psychiatric. 

pre- Supplied: Bottles of 50 capsules, each containing 200 mg. 
d in of meprobamate and 25 mg. of promazine hydrochloride. 
so is Comprehensive literature available 


elief *In studies involving 972 patients suffering a variety of emotional dis- 
and eases, related and unrelated to physical ailments, 78 per cent were 
improved; the incidence of side-effects was only 3.7 per cent. 
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crotic zone. Some of these areas 
extended to the periphery to form 
fistulous tracts. Most of the al- 
veolar spaces were filled with 
edema fluid and an exudate of 
inflammatory cells and red blood 
cells. There were scattered focal 
hemorrhages in which some of 
the red cells were hemolyzed. 
Most striking were numerous col- 
onies of cocci in the necrotic areas 
and in the abscesses. The bron- 
chial mucosa was intact, but the 
bronchial walls were infiltrated 
with the inflammatory exudate. 

The heart was about 114 times 
the normal size. The right atrium 
was dilated and there was a mild 
dilatation of the pulmonary valve. 
There was purulent exudate on 
the pericardium adjacent to the 
left lung. The spleen and the 
liver were almost twice normal 
size and were congested. 

The mesenteric lymph nodes 
were moderately enlarged. On 
microscopic examination there 
was a sparsity of lymphocytes and 
of germinal centers in these nodes. 

None of the organs other than 
the lungs showed evidence of 
pyogenic infection. The brain 
was of normal weight and it was 
not remarkable in any other man- 
ner. 

Postmortem nose and throat 

* eultures, pleural cultures, and 
blood cultures all revealed hem- 


olytic staphylococcus which was 
coagulase positive, mannitol posi- 
tive, and produced golden pig- 
ment. Three antimortem blood 
cultures were sterile. The recoy- 


ered staphylococcus was phage 
type 52/42B/81. The same type a 


was recovered in each of the four 
sites cultured. In-vitro antibiotic 
sensitivity studies showed the 
‘staphylococci to be resistant to 
ordinary dilutions of penicillin 


Aureomycin, and erythromycin, ao 
while it was sensitive to chloram- ? 
phenicol and novobiocin. Tube- “pe 
dilution sensitivities showed no Pa 
definite synergisim between peni- bm 
cillin and streptomycin as regards 44 
sensitivity of the staphylococci re- in 
covered. However, the levels at be 
which the organism was sensitive P 
could have been attained with §P" 
higher doses of penicillin than a 
were given the patient plus the a 
concomitant administration of ain 
probenecid. 
occ 
Pneumonia bod 
Dr. THOMAS K. HEPLER 
(pathologist): This patient repre- ed 
sents a case of primary staphylo- 
coccal pneumonia complicating a § . 7 
measles infection. I mean pri- pat 


mary pneumonia in the sense that 
pneumonia was the outstanding 
clinical and autopsy finding and 
no other focus of pyogenic infec- 
tion was present at the time she 
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was seen here. The empyema, 
the abscesses, the marked tissue 
destruction and the formation of. 
fistulas from the bronchi and 
parenchyma to the pleural sur- 
face are characteristic of staphy- 
lococcal pneumonia in children 
in contrast to pneumococcic 
pneumonia, which is mainly exu- 
dative in character and under- 
goes resolution without destruc- 
tion of lung tissue. 

This primary type of staphylo- 
coccal pneumonia is probably 
bronchogenic in origin, and there 
is often a history of an acute up- 
per respiratory tract infection 
preceding the fulminating disease. 
Blood cultures are less likely to 
be positive than in staphylococcal 
pneumonia secondary to hemato- 
genous spread of bacteria from 
other foci of infection. In staphy- 
lococcal pneumonia secondary to 
osteomyelitis, or pyogenic staphy- 
lococcal disease elsewhere in the 
body, the blood cultures are 
usually positive and the pulmon- 
ary vessels may contain septic 
emboli. 

The depletion of lymphocytes 
in the lymph nodes may be a re- 
flection of the steroid therapy or 
of an increase in the steroid out- 
put of the patient’s adrenal cor- 
tex in response to stress. We 
know that the 11 oxy corticoids 
cause destruction of eosinophils 


April 1959, Vol. 5, No. 4 


and of fixed and circulating lym- 
phocytes. 


Staph infection 


Dr. Epwarp F. RABE (pedia- 
trician): This case discussion pre- 
sents an ideal opportunity for us 
to review some of the general as- 
pects of the problem of staphy- 
lococcal infection. 

First, what are the implications 
of phage typing of staphylococcal 
bacteria? Phage typing is an epi- 
demiological tool. It enables one 
to identify the relatedness of bac- 
teria from two patients or from 
different sources in one patient, 
and to make inferences from 
these observations. 

This patient yielded staphylo- 
cocci, type 52/42B/81, from ma- 
terial cultured from the nose, 
throat, pleura and blood. This 
circumstance is not unusual and 
it accounts for the epidemicity of 
such an affected individual when 
he or she survives. Although the 
clinical manifestations of the 
staphylococcal infection can be 
eradicated, often the patient 
either remains a nose or throat 
carrier of staphylococci or he 
may become reinfected from an 
asymptomatic carrier when he re- 
turns to the home. 

The train of events so engen- 
dered is clearly evident from the 
Table, which describes the un- 
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N pig- 
blood 
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phage 
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yhethe 
Staphylococcal Phage Types d nee 
Isolated from Various Members of Family Snyder he 
During the Course of Treated and Recurrent Symptoms to stal 
Source oF DaTE oF rend 
Patient AGE Puace CULTURE CuLture 
S.S. 15 months 52/42B/81 Empyema fluid 11/23/57 types. 
Nose, ski 
culture pital 
18 months 52/42B/81 Skin 2/20/58 | newbe 
G.S. 4 months 52/42B/81 Throat (hospita- 1/15/58 | absce 
lized with pneu- ers, a 
pleura) infect 
C.S. 234 years  52/42B/81 1/21/58 | had 
52/42B/81  Furunculosis—skin 2/20/58 | 2 
staph 
tient 
happy family whose members to staphylococci. For example, §™¥t 
have been affected in succession among twenty-one cases of °°" 
for the past three months. This staphylococcal infection seen in fever 
represents five of sixty strains of this hospital in the past eleven §°"° 
staphylococci which we have months due to type 52/42B/81, §”@S 
studied during the past ten the present patient represents the §™t 
months. only fatality. The clinical spec- §*4™ 
The correlation between phage trum in the remaining cases §P°4 
type and antibiotic sensitivity is ranged from mild conjunctivitis §'"® 
no better than between the bac- and bacteremia in a six-week-old § °°" 
terial species and antibiotic sen- infant to severe sepsis in a fifty. §S*™ 
sitivity. Thus, one knows the year-old adult. Conversely, 1 §°'! 
available antibiotic spectrum non-typable staphylococcus which adn 
which can be used in treating a was coagulase negative caused §°U" 


case as surely from the informa- 
tion that the infection is due to 
staphylococcus as if one knew it 
was staphylococcus 52/42B/81. 
In a similar vein phage typing 
will not de facto indicate the pre- 
dictable severity of infections due 


the death of an eighty-seven-year- 
old female. 

Finally, the presence in our 
hospital of a case of infection in 
the nose, throat and blood due 
to staphylococcus 52/42B/81 
should alert us to question 
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whether or not the patient can 
be handled in a manner which 
will preclude spread of infection 
0 staff members as well as to 
other patients. Staphylococcus, 
phage type 52/42B/81, is one of 
the most frequently occurring 
types in patients involved in hos- 
pital epidemics of impetigo in 
newborn nurseries, in breast 
abscesses in newly lactating moth- 
ers, and in postoperative wound 
infections. Therefore, this patient 
had what is commonly referred 
to as the epidemic strain of 
staphylococcus, and so the pa- 
tient should be handled with as 
much attention to isolation pro- 
cedure as any case of scarlet 
fever or typhoid fever. With this 
concept in mind, the patient who 
was febrile and who had bron- 
chitis and bronchopneumonia on 
admission was admitted to the 
pediatric isolation area, and dur- 
ing hospitalization was treated 
constantly in strict isolation. The 
same isolation precautions, more- 
over, should surround a patient 
admitted with a stubborn furun- 
culosis due to the same phage 
type of staphylococcus which is 
resistant to outpatient therapy 
and is brought in for more closely 
supervised therapy in the hospi- 
tal. If such precautions are not 
taken, the hospital staff and the 
patients will eventually become 
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either carriers of epidemic staphy- 
lococcal strains or secondary 
cases of staphylococcosis. 

In view of this new and diffi- 
cult threat to persons working in 
and housed in hospitals, it has 
become imperative that we review 
the quality of our hospital isola- 
tion technique. 


Problem 


Dr. RoBerT F. Dickey (der- 
matologist): We all recall the 
Biblical story of Job _ being 
plagued and tormented with re- 
current boils. Many of us pres- 
ent this evening clearly remember 
the varying severity of staphy- 
lococci infections prior to the ad- 
vent of antibiotic therapy. Prior 
to antibiotics, one frequently en- 
countered staphylodermas includ- 
ing sties, boils, carbuncles, and 
abscesses and even the fatal 
staphylococcic septicemias. 
Staphylodermas of infants in hos- 
pital nurseries were quite com- 
mon. 

The problem today is probably 
not due to new strains of staphy- 
lococci but rather due to de- 
creased resistance on the part of 
the host and increased virulence 
and resistance of the bacteria re- 
sulting from widespread antibi- 
otic therapy. Antibiotics have 
weeded out the sensitive bacteria 
and have left to run rampant the 
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more virulent antibiotic-resistant 
staphylococci. Furthermore, one 
must consider the fact that a new 
generation has developed during 
the antibiotic era and many of 
these individuals have not had an 
opportunity of developing natural 
resistance against staphylococci 
infections. Widespread cortico- 
steroid therapy apparently has 
further reduced individual re- 
sistance to staphylococcic infec- 
tions. We must carefully evalu- 
ate the multiple factors con- 
tributing to the present staphy- 
lococcic problem. 

Dr. Isaac L. MESSMORE (ob- 
stetrician - gynecologist): The 
staphylococcus today is a great 
and real menace. Many of our 
patients in the prenatal depart- 
ment are now questioning us con- 
cerning the presence of staphy- 
lococcosis since reading in news- 
papers and magazines of the clos- 
ing of hospitals and nurseries in 
other parts of the country. I feel 


that the time to attack this prob- 
lem is now rather than waiting 
for a series of cases of epidemic 
proportion. 

Dr. LEONARD F. BUsH (ortho- 
pedic surgeon): This is a real 
problem. The organism may be 
no different from that which 
caused trouble in the pre-anti- 
biotic era, but it is becoming epi- 
demic because we have gotten 
away from our careful aseptic 
techniques and think that our 
new scrub soaps and detergents 
are fool-proof. Since we have no 
way of knowing just what is go- 
ing to happen, we must clean up 
our operating rooms and _ take 
every precaution to avoid wound 
infections. 

As Dr. Fletcher mentioned, 
there are only two or three good 
antibiotics which are effective 
against this organism. On the 
orthopedic service we have gotten 
the best results with Spontin and 
novobiocin. 
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A regional medical center 


prob- 
waiting 
George Geisinger 
‘ortho- 
1 Memorial Hospital and Clinic 
which 
e-anti- 
1g epi- A recognized regional medical center, Geisinger 
gotten Memorial has a full-time medical staff and approved 
ASEPptic residency programs in 14 specialties. 
it our 
Tgents 
i Liccated in the small (pop. 8,000) industrial town 
an up of Danville, Pennsylvania, the George F. Geisinger 
’ tales Memorial Hospital and Foss Clinic has a record and 
vound reputation to rank among the finest of the ‘big-city’ 
medical centers. 

lomed Although a regional center, the hospital and clinic 
good draws patients from states throughout the east and 
ective many from interior states as well. 
n the From the original 75 bed hospital erected in 1915 


as a memorial to Mr. Geisinger by his widow, the 


zotten 
n and 


present institution houses 270 
beds and 36 bassinets. Most re- 
cent addition was the 5-story, 
$1% million Foss outpatient 
clinic, opened in 1951 and named 
after Harold L. Foss, former 
president of the American Col- 
lege of Surgeons and presently 
chief of staff and surgery at the 
center. 

The 40 specialists of the med- 
ical staff have no outside prac- 
tices, and devote their entire pro- 
fessional attention to the care of 
patients in the hospital and out- 
patient clinic as well as to teach- 
ing. 

There are 34 approved resi- 
dencies in medicine, pediatrics, 
and surgical specialties as well as 
12 rotating internships. There are 
740 full-time employees engaged 
in running the hospital and out- 
patient clinic. 

Today the hospital provides 
postgraduate and technician train- 
ing in many medical fields. Post- 
graduate courses are offered year- 
ly to physicians in the area. In 
addition to its school of nursing 
with 125 students enrolled, and 
accredited by the National 
League for Nursing Accrediting 
Service, New York, there is an 
approved school in medical tech- 
nology, a school for x-ray tech- 
nicians, as well as a school for 
student anesthetists. The hospital 


prepares educational movies and 
exhibits and at quarterly intervals 


publishes a medical journal, the a 
Bulletin of the Geisinger Mem- De 
orial Hospital and Foss Clinic. Ge 
The graduate training program o 
is a well-planned and comprehen- - 
sive program approved by the 
specialty boards and the Ameri- P, 
can Medical Association. Most Pe 
of the training is conducted on a R 
departmental basis in the form of : 
bedside teaching, supervised clin- C 
ical practice, departmental con- 
ferences and seminars. An inter- : 
departmental meeting, known as 
the Monday Night Conference,” § 
is held weekly. The 
Clinical teaching is carried on is 1 
in all departments. The responsi- 
bility for the management of pa- on 
tients as well as for teaching in- pat 
terns is shared between the resi- gre 
dent and the full-time attending a 
physician. There is a gradual in- bn 


crease in responsibility given to 
each resident as he becomes in- 
creasingly capable. Residency 
programs are not pyramidal in 
their nature and appointments 
are made on a year-to-year basis 


in all the departments. . 
The volume and variety of 

clinical material available in the “ 

hospital is extensive. Admissions fi 


amount to 11,000 and outpatient 


Resident Physician 


th 
: 
* 
ce’ 

co 
re 
ar 


Approved Residencies 


SPECIALTY 


Anesthesiology 

Dermatology 

General Practice 

Internal Medicine 

Obstetrics-Gynecology 

Ophthalmology 

Orthopedic Surgery 

Otolaryngology and Broncho- 
esophagology 

Pathology 

Pediatrics 

Radiology 

General Surgery 

Urology 

Oral Surgery 


CHIEF 


J. Morgan Schwab 
Robert F. Dickey 
James A. Collins 
James A. Collins 
Roy E. Nicodemus 
Alan W. Mahood 
Leonard F. Bush 
Francis W. Davison 


Thomas K. Hepler 
Edward F. Rabe 
John L. Williams 
J. Reed Babcock 
Walter |. Buchert 
James B. Smith 


visits exceed 95,000 annually. 
The average daily hospital census 
is 233. 

Although many of the patients 
are private patients, they partici- 
pate willingly in the teaching pro- 
gram and are cared for and ex- 
amined by interns and residents 
as well as attending physicians. 

In those departments requiring 
certain specialized postgraduate 
courses for the completion of 
residency requirements, residents 
are sent to the Graduate Hospital 
of the University of Pennsylvania 
in Philadelphia. 

Internships in this hospital are 
of the rotating type and continue 
for one year. Interns are selected 
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from graduates of Class A med- 
ical schools through the National 
Intern Matching Program. The 
internship consists basically of 
three months on medicine, three 
months on surgery, two months 
on obstetrics and gynecology, five 
weeks on pediatrics, and five 
weeks on anesthesiology. Interns 
participate in the entire teaching 
program and are an integral part 
of the activities of the depart- 
ment to which they are assigned. 
One of the most important fea- 
tures of the intern training are 
the daily bedside teaching rounds 
held in each department. These 
rounds frequently include radio- 
logical rounds as well as appro- 
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A corner of the 
medical library 
reading room. 


Residents and 
interns relax in 
house staff lounge. 


Below, regular 
weekly conference 
for combined staffs. 


; a q Tues 
Thur 
pa 
mi 
in 


Monday evening, 7-8, sponsored by one department each week, extend- 
ing from September through June—attending staff, interns, residents. 


DAILY CONFERENCES, 1:00-2:00 P.M. 


Tumor Conference, interdepartmental 
Pediatric Conference 

Medical Conference 

Weekly Conference 


Resident Grand 


ounds, interdepartmental 


riday Surgical Conference 
Alternate Wednesdays—Neonatal Conference—Obstetric-Pediatric 


Joint Staff 


WEEKLY JOURNAL CLUBS, 8 P.M. 


Second and Fourth Mondays, Medical 
Second and Fourth Mondays, ey 


Alternate Wednesdays, Pediatric 
First and Third Mondays, Surgical 
Second Monday, Urology 


priate rounds in the chemistry or 
bacteriology laboratory. 

The primary purpose of the 
attending staff is to provide the 
patients with the best possible 
medical and surgical care and the 
interns and residents with the best 
possible graduate training. This 
is facilitated by close cooperation 
among the thirteen clinical de- 
partments. Frequent interdepart- 
mental consultations are sought. 

The medical library of the hos- 
pital is the third largest hospital 
medical library in Pennsylvania. 
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The library contains 9,000 bound 
volumes, 7,000 reprints and sub- 
scribes to over 200 medical and 
other scientific journals. Under 
the supervision of a trained med- 
ical librarian and assistant, the 
library consists of main reading 
rooms with seven individual study 
rooms assigned to house officers 
or staff men carrying on special 
studies. 

Research facilities are avail- 
able in the hospital, and a com- 
mittee devoted to the furthering 
of research in the hospital pro- 
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Teaching Conferences — Residents and Interns 
STAFF MEETING 
Monday 
Tuesday 
the Wednesday 
ary Wednesday 
n. Thursday 


vides aid to persons in their pro- 
ductive efforts and helps in seek- 
ing financial aid for their research 
projects. 


Remuneration 


Interns are provided room and 
board within the hospital as well 
as personal laundry service, Blue 
Cross coverage, a monthly sti- 
pend of $150, and an additional 
$25 per month living-out allow- 
ance for married interns. The 
intern is expected to remain with- 
in the institution while on call. 

Resident physicians receive 
$175 a month as a first-year resi- 
dent, $185 as a second-year resi- 
dent, $200 as a third-year resi- 
dent, and $225 as a fourth-year 
resident. 

Residents are furnished room, 
board, and laundry service in ad- 
dition to Blue Cross and mal- 
practice insurance. Married resi- 
dents who wish to live outside the 
hospital are given an additional 
$25 per month allowance in lieu 
of room accommodations. 


Hospital-owned 
resident houses are 
located adjacent 

to the hospital. 


Two weeks’ annual vacation is 
given all residents. 

Some residents with families 
avail themselves of convenient 
housing on the grounds of the 
hospital, where a group of seven 
small homes have been built. 
These units are available to resi- 
dents and their families, furnished 
or unfurnished, at a low rental 
figure. 

In order to assist the interns 
and residents in locating suitable 
living accommodations in Dan- 
ville, the Medical Director’s office 
compiles a list of available apart- 
ments with their respective rates. 
In general, unfurnished apart- 
ments range from $50 to $75 per 
month and. furnished apartments 
from $75 to $80 per month. Hos- 
pital administration assists resi- 
dent and intern wives in obtain- 
ing work within the community 
or within the hospital on a part- 
time basis. Some employment is 
available within the hospital it- 
self, in a chemical biological pro- 
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jucing plant and in other indus- 
ries in the community. Assist- 
nce is given to wives in obtain- 
z employment through the of- 
ce of the Medical Director. 


ecreation 


Recreational facilities available 
0 interns and residents on the 
ospital grounds include tennis 
und volley-ball courts, and areas 
or softball. 

In the community are clubs 


hich afford facilities for basket- 


ball, swimming, and badminton. 
In a nearby community golf and 
outdoor swimming may be en- 
joyed. For the winter sport en- 


and many ice skating areas within 
easy driving distance of the hos- 
pital. There are also a number of 
bowling establishments nearby. 


Worship 


The hospital and nursing 
school are nonsectarian. A chapel 
is provided in the hospital for 
Sunday worship which is con- 
ducted by the Ministerial Coun- 
cil of Danville. The community 
provides additional opportunity 
for participation in religious ac- 
tivities; most denominations are 
represented. 

For further information write 
to the head of the department 
concerned or to Mr. Graham 
Stephens, Hospital Administrator. 


“The experiment's over. We just can't get him to quit." 
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As evidenced by their names, 
many prominent pharmaceutical 
houses originated as family enter- 
prises. Among those which began 
in this way is the Upjohn Com- 
pany of Kalamazoo, Michigan, es- 
tablished nearly 75 years ago 
through the initiative and inven- 
tiveness of Dr. William Erastus 
Upjohn. A physician in Hastings, 
a town about 35 miles from Kala- 
mazoo, Dr. Upjohn was joined in 
the undertaking by three brothers, 
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The Remarkable 
Doctor Upjohn 


The Michigan physician championed bank reform and 
shorter hours for the workingman; he served as mayor 
of his city and gave generously to provide it with cultural 
facilities. But his most noteworthy accomplishments were 
in the pharmaceutical field. The company he founded and 
guided through difficult times today is known and re- 
spected throughout the world. 


two of them also physicians. 
The starting point for the con- 
pany was a pill manufacturin 
process devised by Dr. Upjohn. 
In the 1880s, the compresse( 
tablet was unknown and pil 
were a widely utilized form o 
medication. As then made, how- 
ever, pills frequently did not con. 
tain the specified dose of medi- 
cine, and many were so hard they 


could be driven through a pine 
board without breaking. Dr. Up- 
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. E. Upjohn was past 70 when his son's 
death forced him back into harness as 
irm's head. 


john worked out a method of 
producing pills that could be de- 
pended upon to contain the spec- 
ified dose of medicine and to dis- 
solve in the patient’s abdomen, 
and which consequently had a 
considerable, if brief, vogue. 
When his “friable” pill was 
superseded, the Michigan physi- 
cian found means to keep the 
company going and to develop it 
into a sizable firm. He headed 
the Upjohn Company from its 
inception to his death in 1932 
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reasons. 


at the age of 79. 

The personal history of Dr. 
Upjohn is worth relating for two 
He was an authentic 
“original,” with vision and fresh 
ideas in many fields beside the 
manufacture of drugs; for ex- 
ample, he anticipated by more 
than 30 years modern schemes 
for insuring bank deposits. In ad- 
dition, Dr. Upjohn’s career re- 
flects much of the development of 
the modern pharmaceutical in- 
dustry, the source of the great 
majority of the therapeutic agents 
employed by the physician today. 


Family of doctors 


“Dr. Will” (as he was called 
by Upjohn employees) was a 
short, stocky man with a square 
face and jaw. In early manhood 
he wore a short, dark beard, but 
for the last three decades of his 
life was clean-shaven. 

The Upjohn Company founder 
was born on June 5, 1853, in 
Kalamazoo. His father was Dr. 
Uriah Upjohn, a native of Eng- 
land who had come to the U.S. 
as a young man, obtained a med- 
ical degree from the Columbia 
University College of Physicians 
and Surgeons, and moved to the 
wilderness of western Michigan 
to practice. 

Dr. Uriah and his wife— 
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daughter of pioneer settler of the 
area—had twelve children, eleven 
of whom survived. Almost all 
were sent to Ann Arbor to at- 
tend high school or the Univer- 
sity of Michigan, and four grad- 
uated in medicine: the oldest 
daughter, Helen, and three of the 
four boys—Henry, the oldest son; 
William, the second son;: and 
James, the youngest. 


The Upjohn children grew up 
on a farm, where contact with 
farm tools and implements was 
early and intimate—an experi- 
ence that endowed the boys par- 
ticularly with a strong mechan- 
ical bent. In Dr. Will’s case, this 
manifested itself in experiments 
on the manufacture of pills, 
started soon after he had set up 
in medical practice in Hastings. 

His basic idea was to “grow” 
pills by alternately spraying 
moistening agents and _ sifting 
powdered drugs onto “starter 
particles” in a revolving pan. The 
procedure yielded a pill whose 
composition could be closely 
controlled and that disintegrated 
readily. 

Dr. Will termed the built-up 
pill “friable” because it could be 
crumbled to powder under the 
thumb. (A drawing of Dr. Will’s 
thumb crushing a pill was the 
Upjohn trademark for nearly 60 


years.) In 1883 he began manu. dition 
facturing a variety of friable pills 
in the attic of his home, for sale °°" — 


to physicians in the area. Demand °”'°4 
soon forced him to move his q™@chi™ 
“factory” to an abandoned Hast. 
ings feed mill. 
In 1885, he gave up the prac- lf 
tice of medicine entirely in order pined 
to devote himself wholly to drug f°" * 
manufacturing. He moved to marge 
Kalamazoo, where, with the aid 
of his older brother, Dr. Henry, Min ear! 
he formed the Upjohn Pill and ga 
e Ti 


Granule Company, a_partner- 
ship. 


First price list 


The new firm began operations 
in the basement of a block of 
stores and offices. In 1886, it 
moved into a building of its own, 
erected with money advanced by 
Dr. Henry, who was a successful 
businessman as well as physician. 
The company’s first price list, 
issued that year, consisted of 
quinine, cathartic, Blaud’s and 
other pills of the day, prepared 
in friable form—186 formulas in 
all, compounded from 56 differ- 
ent drugs, chiefly botanicals. 

The pill and granule company 
was very much a family affair. 


and “introduced” 
products to druggists, wholesal- 
ers and dispensing physicians, in 
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pidition to serving as head of the 
iim. He and Frederick L. Up- 
ohn—the non-doctor brother— 
tevised pill counters, 
machines and other equipment. 
ater, Frederick directed the 
ompany’s first branch office, in 
ew York. Dr. James, who 


oined the company on gradua- 
ion from medical school, had 
harge of production. Dr. Henry 


early auto enthusi- 
st, Dr. Upjohn had one 
f the first cars in Kala- 
aZ00. 


bottling 


remained in medical practice, but 
was relied on heavily for advice; 
he had studied pharmacy as well 
as medicine. Cousins and other 
relatives were taken on in a num- 
ber of capacities. 

Early in 1887, Dr. Henry died 
of typhoid fever. His death 
brought about the first of several 
changes in the firm which were, 
over a period of two decades, to 
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transform it from a partnership 
to a corporation, shorten its name 
to the Upjohn Company, and 
leave Dr. Will the chief stock- 
holder. 


Weathering crisis 


In the meantime, the company 
had to weather a crisis brought 
on by the development of the 
compressed tablet in the 1890s. 
Since tablets are easier to swal- 
low than pills, the tablet soon 
proved more popular than the 
pill, friable or not. Even the com- 
pany’s reputation for quality— 
Dr. Will had insisted on high 
quality standards from the start 
—availed little. The firm’s diffi- 
culties were compounded by 
failure, due largely to Dr. Will’s 
inexperience, to set aside an ade- 
quate reserve during the good 
years. 

Dr. Will attempted to offset the 
decline in friable pill sales by en- 
tering the “buyer’s label” busi- 
ness (manufacture of goods for 
sale under the buyer’s own brand 
name) and by broadening Up- 
john’s own line to include hypo- 
dermic tablets, elixirs, syrups and 
other standard medicinals. Among 
the few expedients not tried was 
advertising directly to the public; 
Upjohn was and has remained to 
the present day an ethical house. 

The buyer’s label business and 
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the broadening of the company 
line increased volume and com. 
pelled expansion of plant facili- 
ties, but brought little profit, for 
the drug business was fiercely 
competitive and profit margins on 
standard items were small or non- 
existent. What was needed was a 
specialty, i.e., a product suff- 
ciently useful and distinctive to 
command a substantial sale at an 
adequate price. 

Several specialties, such as a 
cough syrup with a pleasant flavor 
and a catchy name, were made 
up, but they fell short of what 
was required. Then, one day in 
1907, something really striking 
turned up. German chemists dis. 
covered that phenolphthalein, a 
tasteless compound previously 
known only as an obscure labor- 
atory reagent, was a cathartic. 
One U.S. firm already had a taste- 
less laxative tablet, with phenol- 
phthalein as the active ingredient, 
on the market. At Upjohn, the 
first thought was to add the new 
ingredient to Upjohn’s existing 
compound cathartic pill. 

The proposal was vetoed by 
Dr. Will. “Why not,” he asked, 
“a flavored wafer to provide : 
pleasant-tasting laxative?” Thi 
result was Phenolax, the pink 


mint-flavored laxative wafer thal 
for three decades could be found 


in nearly every household in the 
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YEU.S. (although it was not adver- 


‘Hiised to the public except for the 


of drugstore displays). 


ontrol and research 


The development of Phenolax 


‘Mnot only restored the Upjohn 


ompany to financial health, but 


‘Bmade possible the strengthening 


henol- 
edient, 


of every department, from pro- 
duction to sales, and the intro- 
duction of two of the most char- 


pharmaceutical firm—the control 
laboratory and the research de- 
Upjohn’s 


present elaborate 


"emcontrol facilities and its research 
‘Gdivision—one of the largest and 


ost comprehensive chemical 
and biological research units to 
e found anywhere—both date 


it, ie 
1913. Dr. Heyl was directly re- 
sponsible for Upjohn’s next ma- 


ed, guaranteed-potency whole- 
eaf digitalis; and most Upjohn 
products since have originated, 
holly or in part, in the Upjohn 
esearch laboratories. Today the 
ompany is one of the largest 
). §. producers of drugs and 
edicines. 

In the 19th century and the 


@Barly years of the 20th, the head 


bf a business firm was expected 
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to act like the head of the firm 
—and Dr. Will did. He was a 


_ Strong believer in the teamwork 


on which so much stress is laid 
today; but he never let anyone 
doubt who was captain of the 
team. 

He neither slapped backs nor 
dressed anyone down. He kept 
his own counsel and made his 
own decisions. Old employees re- 
call a characteristic pose: feet 
spread apart, body tilted slightly 
forward, a disapproving finger 
pointing silently toward some- 
thing he wished corrected. This 
was usually sufficient to obtain 
what he wanted; if he felt he had 
to speak of something, he spoke 
of it just once. 


Religion and reform 


Dr. Will was possessed of great 
reserve, in part as a result of 
shyness. He had many interests 
and spoke well on many subjects, 
but found it difficult to get started 
in large gatherings. He preferred 
to talk to people one at a time. 

He was a believing Christian, 
but was strongly opposed to sec- 
tarianism. On one occasion, he 
argued so convincingly against 
sectarianism that a young minis- 
ter of the Upjohns’ acquaintance 
was persuaded — to Dr. Will’s 
complete surprise—to resign the 
cloth. 
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Upjohn (seated, center) and branch officers posed for photo during 1926 conference 


One of Dr. Will’s interests was 
bank reform. Shortly after 1900, 
he devised a plan for insuring 
savings deposits, which he de- 
scribed in a speech, afterwards 
published in a pamphlet, before 
a bankers’ convention. The es- 


sence of his scheme was the es-’ 


tablishment of a central fund, 
financed by levying one-half per- 
cent a year on savings deposits, 
to insure accounts up to a limit 
of $10,000 each. This plan dif- 
fered in only one respect from 
our present-day deposit insurance 
scheme. Where his proposal 
called for a bank-owned corpora- 
tion to administer the fund, the 
U.S. deposit insurance program 
is managed by the Federal De- 
posit Insurance Corporation, a 
government corporation. 


Mayor’s chair 


Another of Dr. Will’s interests 
was municipal affairs. Around the 
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turn of the century, he sat on th 
Kalamazoo City Council. Te 
years later, while president of th 
Kalamazoo Chamber of Com 
merce, he organized a campaigi 
for the commission-manager fo 
of government—an elected mayo 
and commission or council tq 
make municipal laws and policy 
a non-political city manager tq 
direct police, fire and other exec 
utive departments of the city gov 
ernment. 

The campaign resulted in thé 
appointment of a committee, wit 
Dr. Upjohn as chairman, to draf 
a new charter. When the chart 
went before the voters, not onl 
was it approved by a large ma 
jority; the doctor was elected th 
first mayor of Kalamazoo undef 
it. 

He also had advanced ideas on 
wages and hours. At a time whe 
the ten-hour day, six-day work 
week was still widespread and 
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yelonephritis 


“the most important concept is that it is a tubular disease”' 


brand of nitrofurantoin 


a most important characteristic: effective at the tubular level 


in each patient: 
2 million reasons 
for using 
FURADANTIN first 


In addition to simple glomerular filtration, FuRaDANTIN is actively excreted by 
the cells of the tubules. A significant and singular characteristic of FURADANTIN, 
it is but one reason why “the protracted administration of nitrofurantoin 
[FURADANTIN] to patients with ineradicable urinary tract infection, particularly 
chronic pyelonephritis without demonstrable obstruction, may usefully comple- 
ment the medical management of this difficult problem.”2 

Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
References: 1. Smith, I. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Jawetz, E., 
et al.: A.M.A. Arch. Int. M. 100:549, 1957. 


NITROFURANS-~—a unique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK ol J. 
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when Phenolax and prosperity 
were still well in the future, he 
made Saturday a half-holiday in 
the Upjohn plant and offices. 
Several years later, despite ob- 
jections from other employers in 
the Kalamazoo area, he reduced 
the company work day to eight 
hours. 

One reason for Dr. Upjohn’s 
advocacy of shorter work hours 
was a belief in the need for leis- 
ure and in the constructive use 
of leisure. As a result, he gave 
generously to provide cultural 
and recreational facilities for Kal- 
amazoo. He provided funds for 
building a civic auditorium; he 
gave the city a park; he improved 
the public golf course. He gave 
—often anonymously — to hos- 
pitals, churches and welfare agen- 
cies, and he established the Kala- 
mazoo Foundation for general 
philanthropic purposes. 


For all his experience in busi- 
ness and public affairs, however, 
the head of the Upjohn: Com- 
pany retained many of the atti- 
tudes of the farmer. For exam- 
ple, he had the farmer’s love of 
a bargain. He drove one of the 
first cars in Kalamazoo. But it 
didn’t occur to him to buy a new 
car in order to have one of the 
first in town. He acquired it from 
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a local merchant who had bought 
it and then was afraid to drive it. 

Another attitude retained from 
his farm childhood was a deep 
love of the land. In 1895, he pur- 
chased 40 acres of farmland near 
Kalamazoo, intending to operate 
a creamery. When that proved 
unsuccessful, he replaced the 
creamery with a summer home 
and converted the farm — which 
he soon enlarged by the purchase 
of additional land—into a hand- 
some farm-estate called Brook 
Lodge. 

One of his particular passions 
was raising flowers. Soon after 
the construction of his summer 
place, he attempted to grow irises 
on it. When the soil proved un- 
suitable, he switched to ilies, 
then poppies, and finally to peo- 
nies, which he grew with out- 
standing success. At one time, 
he had 40 acres of peonies—698 
varieties in all, which he de- 
scribed in detail in a book he 
wrote. 

Dr. Upjohn made it an invari- 
able rule to be at Brook Lodge 
when the peonies bloomed. In 
his later years, he had a winter 
home in Pasadena, California, but 
otherwise he traveled little. In 
fact, he was prevailed upon to go 
abroad only once. On that occa- 
sion, a tour of Europe with 
friends, he abruptly left the party 
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IN THREATENED 


OR HABITUAL ABORTION... 
MORE FULL TERM PREGNANCIES... 


EINOV 


«++» SIMULATES CORPUS LUTEUM HORMONES, thereby 
«+» SUPPORTS THE ENDOMETRIUM, hence 


«+» SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 


like activity of Enovid is of value. 


In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 


ether. 


DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


DOSAGE IN 
HABITUAL ABORTION 


One or two tablets daily as soon as 
preg! y is diag d and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


ENOVID Oral Synthetic Endometropin 


(brond of hynodrel with eth 


diol 3-methy! ether) 


SEARLE / Research in the Service of Medicine. 
G. D. SEARLE co., Chicago 80, Illinois 


April 1959, Vol. 5, No. 4 


105 


| 
% 
f 
| 
| 
| 


; 
a 
other edematous states 


highest fluid yields, 

lowest blood pressure levels 
yet achieved with oral 
diuretic-antihypertensive 
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Esidrix: 10 to 15 times more 
active than chlorothiazide 


in edema and hypertension 


Esidrix relieves edema in many patients refractory to other diuretics: 
Studies reveal that certain patients unresponsive or refractory to 
mercurials and chlorothiazide respond readily to Esidrix. Brest and 
Likoff' observed that 9 of 12 patients with congestive heart failure - 
who failed to respond to other diuretics — were completely controlled 
with Esidrix. Esidrix appears to have clinical value even after the 
patient has developed partial tolerance to chlorothiazide, and may be 
found useful in cases of sensitivity to chlorothiazide.? 


Therapy with Esidrix often results in more weight loss than with 
other diuretics: In a study® of 48 patients with edema and/or hyper- 
tension, who were treated originally with chlorothiazide or with mer- 
curial diuretics, substitution of Esidrix at a dose of 100 to 150 mg./day 
resulted in additional average weight loss of 2.4 to 2.5 pounds. 


Study of 48 Edematous and/or Hypertensive Patients Treated First with Other Diuretics and then with Esidrix 


DOSAGE: Esidrix is administered oraliy in an average dose of 75 to 100 mg. daily, with a range of 
25 to 200 mg. A single dose may be given in the morning or tablets may be administered 2 or 3 
times a day. supPLiep: Tablets, 25 mg. (pink, scored); Tablets, 50 mg. (yellow, scored). 


1. eww ._N., and Likoff, W . J. Cardiol. 3:144 (Feb.) 1959. 2. 
Wilson, E. D.: M. Ann. District of Columbia 

269" Gans 1959. 3. Clark, G. : Clinical ay to CIBA. 4. Dennis, 

E. W.: Clinical report to CIBA. * “Hejtmancik, M. R., Herrmann, G. R., 

and K Kroetz, F. W.: In press. [A preliminary report = _ investigators 

has been published in Texas J. Med. 54:854 (Dec.) 1958.] 
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(hydrochlorothiazide CIBA) 


Produces greater average reduction in blood pressure: Eleven of 13 
hypertensive patients* were treated initially with a chlorothiazide- 
mecamylamine-reserpine combination (10 patients had 1000 mg. and 1 
patient 500 mg. chlorothiazide daily) ; 1 patient had been treated with 
hydralazine and | had no previous medication. Nine were then trans- 
ferred to an Esidrix-mecamylamine-reserpine combination and 4 to an 
Esidrix-reserpine combination for periods of 3 to 7 weeks (12 patients 
had 100 mg. and | patient 50 mg. Esidrix daily) . Average mean blood 
pressure levels were recorded in the standing and supine positions. As 
shown in the graph below, there was a further drop in blood pressure 
after patients were transferred to Esidrix. 


Average Mean Blood Pressure Levels (Average of 13 Patients) Effects of Esidrix on Urine Volume and Electrolytes 
6 mm. He 133mm He 


Standing « Supine 


@ Chlorothiazide Combination 
ESIDRIX Combination 


(Adapted from Dennis4) 


Exceptional safety... reduced like- 
lihood of electrolyte imbalance: 
While Esidrix markedly increases 
sodium and chloride excretion, it 
has far less effect on excretion of po- 
tassium (see chart at right) and 
bicarbonate. Hence, there is little 
likelihood of disturbing electrolyte 
balance when recommended proce- 
dures are followed. 
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halfway through the trip in order 
to be back in Kalamazoo for the 
blooming of his beloved flowers. 

He likewise had the strong 
family loyalty that was character- 
istic of 19th century rural Amer- 
ica. However distant, relatives 
could count on a job in the Up- 
john Company (though none 
were given jobs beyond their 
ability; Dr. Will was pretty sharp 
about that). And it was his ex- 
press wish to be succeeded in the 
business by his son, W. Harold 
Upjohn. 


Wish not fulfilled 


Unfortunately, his wish was 
not to be fulfilled. Harold Up- 
john, who joined the company in 
1907, possessed marked ability 
and made substantial contribu- 
tions to the development of the 
company, especially in such 
fields as cost analysis (a major 
problem in chemical and phar- 
maceutical firms). By the mid- 
1920s, he was general manager 
of the company, and Dr. Will— 
now past 70—was to be found in 
his office less and less. In 1928, 
however, Harold died following 
an operation for hernia. 

This compelled Dr. Upjohn not 
only to resume active direction 
of the firm, but to make new 
provision for a successor. He set 
about this in characteristic fash- 
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ion. To assure young blood for 
the more distant future, he in 
1930 persuaded his son-in-law, 
Donald S. Gilmore, present 
chairman of the board and man- 
aging director, to leave the Gil- 
more family business, a well- 
known Kalamazoo department 
store, and enter the Upjohn Com- 
pany. 

To solve the immediate prob- 
lem, he asked several of the senior 
executives of the firm to send 
carbon copies of their company 
correspondence to him at Pasa- 
dena the following winter. When 
he returned to Kalamazoo that 
spring, he announced his deci- 
sion, as chief stockholder as well 
as chief executive officer of the 
firm, that his nephew, Dr. Law- 
rence N. Upjohn—Dr. Henry’s 
son—was to be the new presi- 
dent. 


Last years 


The last years of Dr. Will’s life 
coincided with the start of the 
Great Depression. The Upjohn 
Company was surprisingly little 
affected; important new products, 
such as high-potency vitamin 
preparations, kept the business on 
an even keel. But Dr. Upjohn was 
deeply concerned over the level 
of unemployment in the Kalama- 
zoo area, and he purchased and 
equipped 2000 acres of land near 
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BEFORE THE URINALYSIS, STOP THE PAIN: 


Pyridium relieves urinary tract symptoms of pain, burning, frequency 
and urgency in less than 30 minutes...is compatible with the antibac- 
terial of your choice ...a quick-acting analgesic for instrumentation or 
while awaiting surgery. Pain relief allows improved ® 
bladder function, reduces pooling of infected urine. PYRIDIUM 
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the city for subsistence farming 
by unemployed Kalamazoo resi- 
dents. This was one project, 
though, that he was not to com- 
plete. He died of a heart ailment 
at Brook Lodge on October 18, 
1932. 

The Upjohn Company has 
changed in many particulars since 
Dr. Will’s death. Most of its prod- 
ucts were unheard of in 1932. 
Just outside Kalamazoo, it has a 
spotless new plant which is one 


of the industrial showplaces of 
the U.S. The old downtown plant 
area is dominated by a Research 
Tower, the home of Upjohn’ 
large research department. 

But in one respect the company 
has not changed. Although it was 
recently converted to a publicly- 
held corporation, members of the 
family own the majority of the 
stock and are still closely identi- 
fied with the firm that bears their 
name. 


“Foreign body deep in the esophagus . . 
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Pyridium with only 1 tablet four times daily. Provides symptom relief 
in less than 30 minutes plus broad 
and efficient antibacterial action. 


IF THE URINALYSIS SHOWS INFECTION: 
New Pyridium Tri-Sulfa, for acute urinary tract infections, is the only 
combination treatment which provides the therapeutic dose of analgesic ears 


MORRIS PLAINS. N. J. 
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Are You Planning 


Your Vacation? 


How can you make your hard-earned vacation trip a 
pleasant experience rather than a costly ordeal? 
Planning is the answer. And to help you plan, here 
are books, pamphlets and other sources of vacation 
information that will make for good reading and better 
traveling. 


After your 11-month year of challenge, long hours and 
hard work, you’re probably ripe for two or three weeks 
of vacation. 

But if you intend to take a vacation, the odds are better 
than even that you’ve made no definite plans, no study of 
the area you intend to visit, few preparations and little 
thought concerning what you may need in the way of 
clothing and so forth. 

Certainly you would consider it in the nature of an 
emergency situation to be required to treat a patient with- 
out benefit of history, physical examination, or any other 
means by which you might establish a diagnosis. 

Yet, many physicians will undertake a trip on impulse, 
with only the most casual thought and cursory examination 
of how or where they are going to spend two very im- 
portant weeks. 
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IF URINARY INFECTION PROVES CHRONIC: 


Mandelamine is antibacterial, yet is not an antibiotic! Effective in many 
urinary tract infections resistant to antibiotics and sulfonamides, won't 


sensitize patients, no resistant strains develop. Mandelamine obviates iy 
need for alkalis or forcing of fluids, and it is 


excellent for long term therapy. Cost is low. MANDELAMINE ™ 
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It isn’t the purpose of this article to give you 
all the ins-and-outs of travel, but to tell you where 
you can get helpful information. From the vast 
body of travel literature available today, we have 
chosen those books, atlases, manuals, maps and 
periodicals that have become guideposts in the 
serious business of having fun on vacation. 

Maps are, of course, necessary for the autoist 
and a good source of information for any traveler. 
Map folders are cheaper than atlases, lighter, and 
may be carried on the person. Many of them 
can be had free from the leading oil companies, 
chambers of commerce of city or state, and tour- 
ist associations of foreign countries. Those for 
sale at book and stationery stores or newsstands 
cost 50c-$1. Hagstrom, Geographia and Rand 
McNally are major publishers. 

Map atlases are more inclusive and permanent. 
The two big publishers are Rand McNally'* and 
Hammond.** Their products range in size, weight 
and price. The differences among them are that 
the larger ones show detail better and contain 
innumerable charts and listings of such things as 
principal rivers, mountains, deserts, altitudes and 
mean temperatures. Every atlas, no matter how 
small, must have maps and an alphabetical index 
of cities with location code to the maps. 

Two special kinds of atlases of great value to 
the autoist are the road atlas® and the highway 
mileage guide.’° The last-named, as published by (apes 
Rand McNally, contains an alphabetical compila- |: 
tion of the distances between 715 cities. There |- 
are also maps and a map index. A | 

If the vacationer is going by car, Norman D. |g 
Ford’s America by Car" is noteworthy for its |. 
America’s Best Auto Tours, 27 tours of 7-18 days |. 
duration. 


116 


Sources 
| | 
“a 
SS 
- 
For 
niqt 
like 
Cor 
ion- 
ease 
“ter 
j not 
dia} 
| Aft 
Kit 
| 1. Ti 
Inter 
mon 
aa is y) RAM 
regis 
Julie 
Ju 
Resident Physician 


cushioned 
coimtort 


with a sense of security... 


absence of fear... 
relaxation 


For your patient with the desire or need to remain nonpregnant, the RAMSES tech- 
nique — diaphragm and jelly* — offers the real security of a method which reduces the 
likelihood of conception by at least 98 per cent.* 


Comfort in the rim — plus full protection. The RAMSES® Diaphragm with cush- 
ion-soft rim, flexible in all planes, permits complete freedom of movement. It affords 
ease and permits the patient to relax without risk of irritation. RAMSES Jelly, the 
“ten-hour” spermicide, is uniquely suited for use with the RAMSES Diaphragm. It is 
not a static jelly or cream, but flows freely over the rim and surface to lubricate the 
diaphragm, add to comfort and protect the patient for ten full hours. 


After fitting the diaphragm, prescribe the complete unit— RAMSES “TUK-A-WAY”® 
Kit #701 with diaphragm (sizes 50 to 95 mm.), introducer and jelly in ettrnctive, new 
zipper case. At all pharmacies. 


1. Tietze, C.: Proceedings, Third 

International Conference Planned 

Parenthood, 1953. 

*Active agent, dodecaethyleneglycol 

monolaurate 5%, in a base of 

long-lasting barrier effectiveness. ® 
RAMSES and “‘TUK-A-WAY”’ are R AN MISE cS 
registered trade-marks of 

Julius Schmid, Inc. 
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From basic research—basic progress 


A NEW MEASURE OF ACTIVITY 


IN EDEMA: 


w Shows greater oral effectiveness than any other 
class of diuretic agent 


mw each 25 mg. HYDRODIURIL orally is equivalent 
to 1.6 cc. meralluride 1.M. 


w has been reported to be effective even in patients 
who do not respond satisfactorily to other diuretics 


a has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


w low toxicity—extremely well tolerated 


w Often achieves the benefits of a low salt diet 
without the unpleasant restriction 


Indications: Hypertension, congestive heart failure of all degrees of sever- 
~. premenstrual syndrome (edema), edema and toxemia of 
renal edema—nephrosis, nephritis; cirrhosis 
ascites, drug-induced edema, and as adjunctive ther- 
apy in the management of obesity complicated by edema. 
dosage: In edema—one or two 50 mg. tablets of HYDRODIURIL 
once or twice a day. 
In hypertension—one or two 25 mg. tablets or one 50 
mg. tablet HYDRODIURIL once or twice a day. . 
supplied: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydro- 
chlorothiazide) in bottles of 100 and 1,000. 


*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC, 


Additional information on HYDRODIURIL is available to the 
physician on request. 
: 1. Esch, A. F., Wilson, 1. M. and Freis, E. D.: 3,4-Dihyd 
* chlorothiazide: Clinical Evaluation of a New Saluretic _~ nt. 
M. District of Columbia 28:9 
1959. 2 R. V.: The Clinical Pharmacology of Hydro. 
14... ‘Med. J.52:40, ian.) 1959. 3. Fuchs, 
Irie, S. and Moyer, J. H.: Freliminary Evaluation 
CuvoRODIURIL'); M & Ann. 
ats : (Dec.) 1958 4. Moyer, J. H., Fuchs, M., Irie, S. and 
: Some Observations on the Pharmacol of Hydro- 
Am. J. Cardiol. 3:113, Gan.) 1 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 

highly-active derivative of chlorothiazide 

qualitatively similar to DIURIL* but at least 10 to 12 times more potent by weight 


® loss of potassium is clinically insignificant in the great majority of 
patients on normal diets 


IN HYPERTENSION: 


® effective by itself in some patients—markedly 
potentiates other antihypertensive agents 


@ provides background therapy to improve and 
simplify the management of all grades of 
hypertension 


@ has been reported by some investigators to have 
a greater antihypertensive effect in some 
patients than chlorothiazide at equivalent dosage 


@ does not lower blood pressure in normotensives 


@ reduces dosage requirements for other 
antihypertensive agents, often with concomitant 
reduction in their distressing side effects 

® smooths out blood pressure fluctuations 


: It is important that the dosage be adjusted as frequently 
as the needs of the individual patient demand. When 
HYDRODIURIL is used with a ganglion blocking agent, it is 
mandatory to reduce the dose of the latter by at least 
50 per cent, immediately upon adding HYDRODIURIL to 
the regimen. 

HYDRODIURIL has shown no adverse effects on renal 
function; for this reason it may be used with excellent 
results even in patients for whom the organomercurials 
are contraindicated because of renal damage. 

The excretion of potassium is much lower than that of 
sodium or chloride and, as is the case with DIURIL®, the 
loss of potassium is ey See in the great 
majority of patients on normal diets. If indicated, potassium 
loss may easily be replaced by including potassium-rich 
foods in the diet (orange juice, bananas, etc.). 


SHARP & DOHME 


Division of Merck & Co., INC. Philadelphia 1, Pa. 
© 1959 Merck & Co., INC. 
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The various boating jour- 
offer illustrated articles 
on boats of every type, size and 
cost, their building, maintenance 
and operation and the various 
inland and coastal routes by 
which one may travel on a do- 
mestic, water-borne vacation. 

Frederic Tyarks and Norman 
D. Ford have co-authored a valu- 
able book on ocean travel. Sub- 
titled “The traveler’s directory to 
passenger-carrying freighters and 
liners,”?® it is what it says; the 
bulk of the book carries an item- 
ized listing of hundreds of pas- 
sages from and to almost all the 
ports of the world, with name of 
line, length of run, day of sailing, 
accommodations and price. 
Facts 


We learn some interesting facts 
of freighter life from the authors. 
Most passenger freighters offer 
private bath and shower, and 
beds, not bunks. Rooms are gen- 
erally larger than on passenger 
ships. There is more deck space 
per passenger, no noisy dining 
rooms, crowds, no dressing up. 

Most freighters take women 
and children, the latter either free 
or half-cost, dependent on age. 
Freighters carry no more than 12 
passengers, but cargo - passenger 
vessels take 100-150. A third 
category, the deluxe freighter, is 


faster but more expensive. Fares 
on all freighters are low and food 
is good. 

‘The ubiquitous Mr. Ford’s 
How to Entertain Yourself on a 
Ship’ describes deck games, 
sports and card games especially 
suited to ship travel and has such 
chapters as “Photography at Sea” 
and “Radio at Sea.” 

Ford’s Air Routes of the 
describes amply planes, 
airlines and rates. This, many 
people say, is the only way to 
travel, and is surprisingly eco- 
nomical. 


Food, lodging 

Say “Duncan Hines” to any- 
one who makes a habit of getting 
three squares a day and the 
chances are he’ll answer, “Ad- 
ventures in Good Eating.”® The 
late Mr. Hines was, for the 
traveler in the U.S., almost a one- 
man institution. In Ithaca, N. Y., 
where his publishing corporation 
is located, he also established the 
Duncan Hines Institute, Hines- 
Park Foods, Inc., and the Duncan 
Hines Test Kitchen. 

His famous guide to restau- 
rants gives such basic particulars 
as address, hours, specialties of 
the house, prices. His Lodging 
for a Night,?° almost equally well 
known, is a directory of resort 
hotels, motels, and guest houses. 


Resident Physician 


chic 
per 
free 
Dosz 
table 
Ente 
(del: 
the | 
at b 
120 


no asthma symptoms — [In asthma, Tedral prevents bron- 
chial constriction and mucous congestion . . . promotes normal breathing . 
permits greater activity. Rely on Tedral to keep your asthma patients symptom- 
free round-the-clock . . . effectively, safely and at moderate cost. 


Dosage: 1 or 2 Tedral 
tablets q.4.h. plus 1 or 2 
Enteric Coated 


(delayed action) with 


the regular dosage 
at bedtime. the dependable antiasthmatic 
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Madribon 


No. of Response 

Disease Patients Good or Excellent Poor 
Otitis media 72 65 7 
Bronchitis 11 10 1 
Obstructive laryngotracheitis 3 3 0 
Tonsillitis 21 18 3 
Cervical adenitis 13 13 0 
Purulent rhinitis or sinusitis 19 16 3 

Total -139 125 14 


From a study by E. H. Townsend and A. Borgstedt! 


safe “No side reactions to sulfadimethoxine [Madribon] were 
observed in the entire series of 167 patients.”! effective “Remark- 
able improvement, characterized by subjective relief and disap- 
pearance of inflammatory symptoms, occurred in 107 out of the § 
111 patients under study.”? economical “In addition to the clinical ® 
efficiency attributable to sulfadimethoxine ... the economy in- 
volved in medication with a fast-acting chemotherapeutic agent 
warrants its early use... .”? 
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e fastest growing antibacterial bibliography: 


. H. Townsend and A. Borgstedt, Anti- (Suppl. 1), 1959. 10. R. J. Schnitzer and W. F. 
ics Annual 1958-1959, in press. 2. J. C. DeLorenzo, Antibiotic Med. & Clin. ea 
b, Antibiotic Med. & Clin. Therapy, 6: 6:(Suppl. 1), 1959. 11. R. J. Schnitzer, W. F. 
ppl. 1), 1959. 3. B. H. Leming, Jr., C. Flani- DeLorenzo, E. Grunberg and R. Russomanno, 
.Jr.and B.R. Jennings, Antibiotic Med. & Proc. Soc. Exper. Biol. & Med., 99:421, 1958. 

Therapy, 6:(Suppl. 1), 1959. 4. H. P. 12. W. F. DeLorenzo and R. Russomanno, 
son and C, Patel, Antibiotic Med. & Clin. Antibiotic Med. & Clin. Therapy, 6:(Suppl. 
rap, 6:(Suppl. 1), 1959. 5. S. Ross, J. R. 1), 1959. 13. B. Fust and E. Boehni, Anti- 

g and E. A. Zaremba, Antibiotics Annual biotic Med. & Clin. Therapy, 6:(Suppl. 1), 
8-7959, in press. 6. J. D. Young, Jr., W. S. 1959. 14. W. F. DeLorenzo and A. M. Schu- 
err and O. C. Beyer, Antibiotic ited. & macher, Antibiotic Med. & Clin. Therapy, 
1. Therapy, 6:(Suppl. 1), 1959. 2. BD 6:(Suppl. 1), 1959. 15. W. P. Boger, Antibiotics 
hael, Antibiotic Med. & Clin. KR 6: Annual 1958-1959, in press. 16. O. Brandman, 
ppl. 1), 1959. 8. W. A. Leff, Antibiotic Cc. Oyer and R. Engelberg, J. M. Soc. New 
i. & Clin. Therapy, 6:(Suppl. 1), 1959. Jersey, 56:24, Jan. 1959. 17. J. F. Glenn, J. R. 
B. A. Koechlin, W. Kern and R. Engel- Johnson and J. H. Semans, Antibiotic Med. 
Antibiotic Med. & Clin. Therapy, 6: & Clin. Therapy, 6:(Suppl. 1), 1959. 
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adri gid 125-mg capsules of Madribon 


=> 


were 
mark- 
flenp- available for your convenience 
sf the q.i.d. dosage is desirable 
inical MgP“se: MapRIBON, Mapriqib— Consult literature available on request. 
ly in- MADRIBON™-™- — 2, 4-dimethoxy-6-sulfanilamido-1,3-diazine 
agent MADRIQID™*- 
ROCHE® 
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The newer Vacation Guide” is 
a descriptive listing of vacation 
resort hotels, lodges and cabins 
with introductory pages describ- 
ing each state’s vacation attrac- 
tions. All three guides are ar- 
ranged alphabetically by state and 
city. 

Mr. Hines stated frankly that 
he could not personally re-evalu- 
ate his listings each year—his 
books appear annually in new edi- 
tions—and lists the many corres- 
pondents throughout the country 
who report to him. 


Red book 


The Hotel Red Book,** official 
publication of the American 
Hotel Association, has been the 
“bible” for hotel owners and 
patrons almost since its inception 
in 1886. It gives the hotel’s num- 
ber of rooms, prices, name of 
manager and phone number. It 
is an annual and completely au- 
thoritative. 

Gourmet,”* “the magazine of 
good living,” is a source for the 
connoisseur who is interested in 
food per se, while Gourmet’s 
Guide to Good Eating,** an an- 
nual, is a listing of eating places 
throughout the U. S. 

There are a number of in- 
expensive books about specific lo- 
calities that we can recommend. 
Norman Ford’s Florida,”* along 


with other books that Harian, his 
publisher, puts out on Arizona, 
California, the West and New 
England, is complete in every 
way. 


Big trip 


The European vacation used 
to be the pleasure of the rich 
only, but if you have talked to 
clerks, secretaries and bookkeep- 
ers lately, you know differently. 
Almost everyone goes to Europe 
these days. If you plan in ad- 
vance and take the advice of ex- 
perts, the trip can be made at 
moderate expense. Many experts 
stress the economy angle, as wit- 
ness the titles of some of their 
books, The Poor Man’s Guide to 
Europe, Where to Vacation on a 
Shoestring, How to Travel With- 
out Being Rich, Bargain Paradises 
of the World. 

One of the most widely read 
travel annuals of recent years is 
Temple Fielding’s Travel Guide 
to Europe.*® The style is so per 
sonal and engaging that we weal 
through it like a novel, cover-to 
cover. Fielding praises and de- 
nounces with no holds barred. 
His special pet is Scandinavia— 
he has vacationed in Denmark 
for protracted periods himself. 
Names and prices are profuse 
throughout. 

If ene writer has called Field- 
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TABLETS « REPEAT-ACTION TABLETS « ELIXIR » CAPSULES 
McNEIL LABORATORIES, INC. + PHILADELPHIA 32, PA, 


action— small daily dosage “will pro- ; 
satisfactory 


j 
butabarbital sodium 
without substituting = | 
With BUTISOL there is no person-— 


To the relief of musculoskeletal pain, 


MEDAPRIN* 


adds restoration of function 


Analgesics offer temporary relief of 
musculoskeletal pain, but they merely 
mask pain rather than getting at its 
cause. New Medaprin, in addition to 
bringing about prompt subjective im- 
provement, promotes the restoration of 
normal function by suppressing the in- 
flammation that causes the pain. 


Medaprin, Upjohn’s new analgesic- 
steroid combination, contains aspirin 
plus Medrol,** the corticosteroid with 
the best therapeutic ratio in the steroid 
field.* Instead of suffering recurrent dis- 
comfort because of the “wearing off” of 
analgesics, the patient on Medaprin ex- 
periences a smooth, extended relief and 
more normal mobility. 


The recommended dosage is 1 tablet q.ii. 
The usual cautions and contraindicatio: 
of corticotherapy should be observe. 
Supplied in bottles of 100 and 500. 


Each Medaprin tablet contains 


e@ 300 mg. acetylsalicylic acid, fu 
prompt relief of pain 


e@ 1 mg. Medrol, to suppress the cau 
ative inflammation 


e 200 mg. calcium carbonate, as buff 


* TRADEMARK 


RACEMARK, REG. PAT. OFF.— 
METHYLPREONISOLONE, UPJOHN 
TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS 


The Upjohn Company Upjohn 
Kalamazoo, Michigan | 
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ing “a sort of ‘Europe Confiden- 
tial’ for tourists,’ we wonder 
what he would say of David 
Dodge’s The Poor Man’s Guide 
to Europe.2* Here the humor is 
so ribald and the approach so 
down-to-earth that one wants to 
meet Dodge as much as Europe. 
But the whole purpose is to point 
the reader unmistakably to the 
practical problems that he faces 
in strange territory. 

Dodge deals with such subjects 
as travel agents and “other ex- 
ploitable free natural resources;” 
eating, drinking and “related in- 
door sports;” how to spot a good 
inexpensive restaurant at a 
glance; how to tip in several lan- 
guages; and “the care and feed- 
ing of customs officials.” 

Ashley Courtenay’s book** on 
Britain is in complete contrast to 
the above. It is a formal guide, 
profusely illustrated with photo- 
graphs on glazed paper and bears 
the mark of English sophistica- 
tion, dignity and subdued humor. 
Prices are in British currency. 


Points south 


Norman Ford is author of 
Fiesta Lands®® which tells how to 
travel in Mexico and Central 
America on a shoestring, what to 
see, where to stay, eat and shop, 
how to say it in Spanish. The 
American Automobile Associa- 
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tion’s Mexico by Motor,®° an an- 
nual distributed only to its mem- 
bers, contains an invaluable guide 
of accommodations and strip 
maps. AAA’s New York office 
travel manager assures us it is 
one of their most highly valued 
catalogs. More about this organi- 
zation later. 

Finally, to be prepared for 
Europe or Latin America, the 
traveler is wise to learn at least 
key phrases in the languages of 
the countries he visits. Even the 
wise-cracking David Dodge tells 
us in his chapter, “The Greeks 
Still Have a Word For It,” that 
“a few hours devoted to learning 
how to say ‘Yes,’ ‘No,’ or ‘May- 
be’ in an appropriate foreign 
tongue is one of the best invest- 
ments any traveler can possibly 
make.” 

Dodge advises advance study 
and the taking along of a phrase 
manual. We say that learning 
the basic structure of a foreign 
language or two, in addition to 
the practical phrases, is simpler 
than it may seem and can lead to 
more fun and satisfaction than 
the traveler imagines. 


Three types 


The language books are of 
three functional types, gram- 
mars,*? dictionaries** and phrase 
manuals.** They range from the 
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simple to the unabridged. Har- 
per’s phrase book,** part of a 
new series that soon will include 
all the major languages, cate- 
gorizes phrases by situation—i.e., 
when ordering a meal, hailing a 
cab, etc. — in a manner that 
strikes us as particularly attractive 
and well organized. 

We have saved until last, one 
of the best of travel information 
sources, the American Automo- 
bile Association. Its membership 
of 230,000 has access to an au- 
thoritative and complete liter- 
ature of travel. This literature is 
compiled by a large staff of ex- 
perts, and almost all of it is re- 
vised annually. It is not available 
to nonmembers. 


AAA directories 


The three AAA Accommoda- 
tions Directories***" cover the 
northeastern, western and south- 
eastern sections of the U.S.A. 
They describe hotels, motels and 
restaurants. AAA guarantees the 
rates listed for those establish- 
ments with which it has contracts 
—prefixed by the marking AAA 
—and takes action on complaints 
of members. 

The three AAA Tour 
Books***° likewise cover north- 
east, west and southeast and are 
published simultaneously with the 
directories. They describe the 
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major points of interest in each 
state, such as national parks, his. 
toric sites, monuments. Ther 
are also useful charts. 

The AAA Triptiks are unique 
travel aids. They are a series of 
strip maps with perforated edges 
that AAA counselors hook to- 
gether, and on which they mark 
the route for the autoist-member 
who indicates in advance from 
where and to where he will tk 
driving. 

The set of attached maps ar 
fitted into a folder and mailed to 
the member. On the reverse side 
of each Triptik is a listing of the 
hotels, motels, restaurants, serv- 
ice stations and AAA - affiliated 
motor clubs that the traveler will 
find in each area. Coverage by 
Triptiks includes the U.S.A, 
Canada, Europe, Mexico and the 
Caribbean. 

For the motorist to Europe, 
AAA publishes annually Motor- 
ing Abroad,*' which includes 
hotels, restaurants and _ historic 
spots. 

AAA publishes regional 
maps of the U.S.A. and some 25 
state maps. It distributes small 
brochures on such matters as tip- 
ping, packing, currency exchange 
and shipping, renting or purchas- 
ing a car abroad. 

We have touched some of the 
high spots of vacation literature. 
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f “Hospital staphylococcus,” a frequent cause of antibiotic- 

| rom resistant septicemia, enteritis and other serious infections, is 

ll be most often sensitive to CATHOMYCIN (novobiocin). For the 
patient with an infection resistant to routine antibiotic therapy, 
CATHOMYCIN constitutes the first line of defense—it has an 

S are established record* of effectiveness. 

ed to CATHOMYCIN may be administered alone or in combination 

: Side with other antibiotics in full dosage. In combination, it affords 

f the protection against the emergence of resistant strains. 
Rapidly absorbed, CATHOMYCIN quickly produces high, thera- 

— peutic blood levels which are maintained for 12 hours or longer. 

lated It is generally well tolerated and does not destroy beneficial 

- will intestinal flora. There is no evidence of cross-resistance with 
other antibiotics. 

e by ® 

S.A., 
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rope, 

otor- 
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tori iti i NOVOBIOCIN 

ional DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or 
CATHOMYCIN Calcium Syrup 4 teaspoonfuls b.i.d. Children: 

e 25 (up to 12 years) 2 to 8 teaspoonfuls daily in divided doses 

mall based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 

er SUPPLIED: Capsules sodium novobiocin, each containing the 

; tip- equivalent of 250 mg. of novobiocin—vials of 16 and 100—and 
as an orange-flavored syrup (aqueous suspension), in bottles 

ange of 60 cc. and 473 ce. (1 pint). Each 5 cc. CATHOMYCIN Syrup 

-has- contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 

: *Complete bibliography available on request. 


the For Parenteral Therapy LYOVAC* CATHOMYCIK 
nate Gp MERCK SHARP & DOHME pivision of MERCK & CO., Inc. Philadelphia 1, Pa: 
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Necessarily, we have omitted 
much. There are the newspapers 
and magazines with their special 
travel sections and features, and 
magazines such as Holiday,*? 
Travel® and National Geo- 
graphic,** devoted entirely to 
travel. There are hundreds of 
travel books in the public libraries 
covered by the 910-919 Dewey 
decimal numbers and listed in the 
Cumulative Book Index. Maga- 
zine articles are indexed in the 
Reader’s Guide to Periodical Lit- 
erature. 


The numerous state volume; 
of the American Guide Series, 
started by the Federal Writers 
Project of W.P.A. in the 730; 
and since revised, make outstand- 
ing background reading for do- 
mestic travel. 


Free 


Free brochures and maps can 
be obtained from city and state 
bureaus and chambers of com- 
merce. (The New York State 
Vacationlands*® guide of 192 
Pages is an outstanding example. ) 


D 


“They wheeled the patient out 20 minutes 
ago but | haven't the heart to tell him". 
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) ¢ Full standard paper width 
* Uniform base lines 
+ Exceptional accuracy of tracings 


Yes — G-E Cardioscribe® tracings are liter- 
ally ‘straight from the heart’ — amazingly 
free of interference even under poor re- 
cording conditions. Cardioscribe gives you 
improved electronic stabilization. In tests 
involving 1100 twelve-lead ECG’s, excel- 
lent tracings were obtained despite an erratic 
power supply, and with room temperatures 
hovering around 100 F, 

3 Cardioscribe also offers improved “‘swing- 
out” paper drive for easiest loading ever. 
Recessed finger-tip controls. Provision for 
optional ballistocardiography. 

Your G-E x-ray representative will gladly 
complete the Cardioscribe story for you. 
Or simply write X-Ray Department, Gen- 
eral Electric Company, Milwaukee 1, Wis., 
for Pub. BT-45. 


Progress /s Our Most Important Product 


electrodes. No more need for tedious re- 
positioning during even a full series of 
chest leads. Positive-action, ‘“‘no fail’’ 
lead transfer control. 
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The tourist associations of for- 
eign countries, many of which 
have offices in New York, not 
only supply excellent free liter- 
ature but will answer specific 
questions by letter. RESIDENT 
PHYSICIAN will be glad to supply 
at your request the addresses of 
state and foreign tourist associa- 
tions. For hikers, campers, hunt- 
ers and fishermen there are the 
maps, at 35c each, of the U. S. 
Geological Survey, showing such 


topographical features as trail 
and highways, and cabins in ise 
lated areas. 

No matter where you want 
travel, Coney Island, Zanzibar, 
or Alaska, you can be sure that 
someone has been there before~ 
and has written about it for your 
benefit. Read, write for reserva 
tions and then travel. You’re sure 
to enjoy your vacation mor, 
You planned it that way. 
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wd oll REACHING FOR THOSE 


Reaching for 

9B shoes and 
other top shelf 
sizes is no 

joke .. . it gave 
me a terrible 
kink in my back. 


Before the day 
was over, I 
could hardly 
stoop to push 
a shoehorn. 


utes LASTS LONGER — usually 6 or 

MORE THOROUGH RELIEF—permits 
sleep through the night. 
RARELY CONSTIPATES — excellent for doctor that 
chronic or bedridden patients. VERSATILE night and 
—new “demi” strength permits dosage picked up the 

to meet ‘each patient's: specific - tablets he 

needs. PERCODAN- Bravides the prescribed. 


The pain went 
away fast — in 
just 15 minutes 


einone 
AND THE PA IN customer came 
WENT AWAY FAST in the whole day! 
erican 


p. $5. ‘te 
indo ENDO LA 
cating. Richmo 
1957. 


Percodan-Dem => 
dan-l =a 
more, 4 
Percodan tavier 
"Salts of afd Homatropine, plus 
Norman 
World, & 
Op. $1 
itertain 
N. ¥. 
AVERAGE ADULT 1 tablet every 6 hours. 
May be habit-forming. Federal law permits oral 
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‘Dexamyl’ Spansule* sustained release capsules control appetite all 
day long with a single oral dose—between meals as well as at meal- 
times. Equally important, ‘Dexamyl’ provides a positive mood im- 
provement that overcomes the stresses, tensions and anxiety usually 
associated with dietary regimens. 


Should your patient be particularly listless and lethargic, Dexedrinet 


‘Spansule’ capsules will curb appetite all day long and also provide a 
gentle stimulation that encourages optimism and energy. 


0) SMITH KLINE & FRENCH LABORATORIES 


ot only curbs the desire 
Zo nibble, but also 
@pvercomes the emotional 
of dieting 
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25. Ford, N. D. Norman D. Ford's ian: a Holiday magazine language book La | 
Florida. Greenlawn, N. Y., Harian, 1957. New York, N. Y. Harper, 1957. 227p is 
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Awhile in Britain and Ireland, London, Southeastern. Sept. ‘57. 4146p. Member ae 
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¢ in non-specific vaginitis 
e in postpartum care 


¢ after vaginal surgery 


Triple Sulfa Cream 
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Why You Should 


J oe Brown had dropped in to 
see Dr. Smith about his medica- 
tion. 

“Morning, Joe,” said Dr. 
Smith. 

“Hi Doc,” said Joe. “How are 
you this morning?” 

“Well, Joe, Pll tell you, I’m 
in right bad shape today,” said 
Dr. Smith. “My stomach was 
paining me all night, and my piles 
are bleeding again. Add the fact 
that Johnny’s home from school 
with a fever and you can see that 
things are pretty bad... .” 

Of course the above conversa- 
tion is strictly imaginary. What 
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Limit Your Small Talk 


Although you may 
be doctor and 
friend to many 

of your patients, 
don't confuse 


the two roles. 


John A. Ewing, M.D. 


Dr. Smith answered when asked, 
“How are you?” was, “Just fine, 
thanks. How about you?” 

There’s little doubt that the 
first answer if actually given to 
Joe would have shaken him up. 
After all you expect a doctor to 
ask you how things are going, 
how you're feeling, etc. 

Aside from what is obviously 
a rhetorical question and civility, 
if Joe were to think it over he'd 
probably realize that somehow 
he never expects the “Doc” to 
be anything but well and cheer- 
ful. This is the traditional role 
in which the doctor is placed. He 
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A workhorse 
“mycin” 

for 

common 
infections 


respiratory infections 


With well-tolerated CyciAmMycin, you will 
find it possible to control many common 
infections rapidly and to do so with remark- 
able freedom from untoward reactions. 
CYCLAMYCIN is indicated in numerous bac- 
terial invasions of the respiratory system — 
consistently 
lobar pneumonia, bronchopneumonia, tra- 
reliable and 
reproducible cheitis, bronchitis, and other acuteinfections. 
blood levels '!t has been proved effective against a wide 
range of organisms, such as pneumococci, 
H. influenzae, streptococci, and many strains 
of staphylococci, including some resistant to 


prompt, high 
blood levels 


minima} other “mycins.” Supplied as Capsules, 125 
ee and 250 mg,, vials of 36; Oral Suspension, 
reactions 


125 mg. per 5-cc. teaspoonful, bottles of 2 
fl. oz. 


CYCLAMYCIN 


yeth 


Conforms to Code for Advertising Wieth 


Philadelphia 1, Pa, 
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is a man of endless patience, 
boundless energy, perpetual 
health and strength, maintaining 
his constant vigil by the bedside, 
apparently able to do without 
sleep! 


Special 

Yes, there’s no doubt that in 
our patients’ fantasies we are 
more than human! Obviously we 
cannot fill such a role in actual 
fact, but is it such a bad thing 
if our patients see us as super- 
human? Probably not, provided 
we don’t get to believe it our- 
selves! 


What makes Joe see his M. D. 
as someone special? Well, his 
present doctor, Dr. Smith, is the 
personification of all the doctors 
Joe remembers. 


Born and educated in Scotland, the author 
was graduated from the School of Medicine 
of the University of Edinburgh in 1946. 
Beginning a psychiatry residency in England 
in 1947, he received the University of Lon- 
don’s Diploma in Psychological Medicine in 


There was that austere old 
man with the beard who put a 
suture in Joe’s scalp when he fell 
out of a tree. Joe was only six 
at the time and it hurt! Even now 
he’s just a little bit afraid of doc- 
tors. 


Composite 


Then there was the time he had 
pneumonia. He doesn’t remem- 
ber much about it, though when 
he was grown up they told him 
he almost died. What he does 
recall is the secure comfortable 
feeling he got as the doctor spoke 
some words of reassurance after 
examining him. The doctor 
seemed to know what to do and 
after he took charge even Joe’s 
mother seemed less anxious and 
helpless. 


1950. Coming to the United States in 1951, 
he worked in a state hospital as senior physician, and as psy- 
chiatrist in North Carolina’s Alcoholic Rehabilitation Center 


for three years. 


Author of papers in several psychiatric journals and in the 
New England Journal of Medicine, British Medical Journal, 
Medical Economics, Medical Times, and others, Dr. Ewing 
is presently assistant professor of psychiatry, University of 
North Carolina School of Medicine, and director of the psychi- 


atric inpatient service, North Carolina Memorial Hospital. 
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AEROPLAST?® surgical dressing 


shuts out Staphylococcus aureus—and all other contami- 
nants—with the speed of a spray . . . with the strength 
of plastic. The sprayed-on Aeroplast film forms a trans- 
parent occlusive barrier which provides “a window on 
the wound” permitting visual inspection at any time... 
yet protects the incision against contamination and 
irritation from exudates, urine and feces. Aeroplast’s 
yellow tint helps to define the area dressed . . . aids in 
controlling application. 
Literature is ilable on r t 


New 16 mm. color-sound film: 
“The Use of Aeroplast Dressing 
in Surgical Wounds,” is available 
for showings on request. 
Re is not required. 


CORPORATION, 420 Dellrose Avenue, Dayton 3, Ohio 


®reroplast — U.S. Pat No. 2,804,073 
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Another experience, never to 
be forgotten, was when little 
Karen had meningitis. Joe and 
his wife had learned to do with- 
out sleep then. Joe recalls long 
hours of waiting in the hospital. 
Things were slick and efficient; 
yet, the people working there 
seemed warm and sympathetic. 
That young doctor really worked 
hard. Saving Karen’s life was not 
easy but somehow Joe felt the 
doctor knew his job and was 
doing as much as he would for 
his very own child. 

No! Joe’s composite picture of 
M.D.s is not of supermen but of 
warm, human people going about 
their work quietly and efficiently. 


Listen 


Surely, then, it would be rea- 
sonably human for the doctor to 
tell his own troubles to Joe for 
a change. The difficulty is, 
though, that Dr. Smith has not 
usually done so to Joe. If he 
were suddenly to do so today he 
ought to ask himself why. Very 
probably the answer lies in a 
feeling of irritation that Joe is 
stirring up in him. Maybe com- 
plaining to Joe is a way of 
counter-attacking for all the com- 
plaints he has had to listen to. 

Instead, then, of telling Joe 
about his troubles the doctor 
should be asking himself why he 


feels like telling them. What is 
it about Joe that is becoming so 
irritating to him? Is it really that 
the medication he prescribed for 
Joe doesn’t seem to be doing him 
much good? Maybe instead of 
treating those vague symptoms 
with medicine Dr. Smith should 
listen to Joe. Perhaps Joe is in: 
secure and is using his symptom: 
to get attention. Why? Offering 
him a sympathetic ear may bring 
the real problems out into the 
open. (Joe’s wife is moody and 
tearful these days and little 
Karen, now nineteen, is going out 
with a boy Joe doesn’t like.) 
There are other good reasons 
that Dr. Smith should not tell his 
troubles to Joe. The main one is 
that right now Joe is a patient. 


Security 


There are people whom Dr. 
Smith meets regularly — on the 
golf course, for example — who 
know a great deal about his gen- 
eral state of health and his tem- 
perament. This is unavoidable f 
and perfectly natural. However, 
anytime that one of these peop’e f 
visits his office as a patient the 
role changes. Dr. Smith, the 
friend, becomes the professional | 
man—still a friend of course, but 
much more. 

At such times the doctor has 
to watch that he keeps himself 


Resident Physician 


‘ 

..in 
effect 
smore 

BU 
lamo! 
lindic 
.. BI 
salic 

IBUFI 
ritic 
Esive 
sodit 
ach 
Bris 
Apri 


Dr. 

1 the 
who 

gen- 

tem- 


lable . ...even in the relatively few cases where steroids are necessary, use of 


ever, 
t the 

the 
ional 
, but 


has 
mself 


sician 


in arthritis, BUFFERIN: because... 


..in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, especially 
among arthritics where a high dosage, long term salicylate regimen is 
‘indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 


UFFERIN will allow proper flexibility for individual dosages. 


'}... BUFFERIN is more economical for the arth- 


ritic who requires a long period of medication. 

..BUFFERIN contains no sodium, thus mas- 
sive doses can be safely given without fear of 
sodium accumulation or edema. 


ach sodium-free BUFFERIN tablet contains acetylsalicylic acid 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, New York 
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in the background of the relation- 
ship because now his golfing com- 
panion is a sick person. All sick 
people are a little frightened, a 
little less adult, and are looking 
for reassurance and security. 

Perhaps this is a friend who 
exchanged personal feelings with 
Dr. Smith at the nineteenth hole 
last weekend. He doesn’t want 
this now. Now he’s sick and he 
wants Dr. Smith the professional 
man; the doctor who will focus 
all his attention on the patient 
and will not talk about himself 
when it’s not necessary. 


Purpose 
Of course all successful clini- 
cians have learned how to put 


patients at ease. Small talk is 
necessary. But only just enough 
to get the patient talking about 
himself. 

Such opening gambits in the 
doctor - patient relationship vary 
from patient to patient. With his 
golfing friend, Dr. Smith might 
well ask how is his score. With 
Joe it might be a reference to 
Karen or to Joe’s hobby of gar- 
dening. 

Small talk should be “patient 
oriented”—it should be aimed at 
getting the patient talking about 
himself. 

Small talk should also be lim- 
ited. It has served its purpose 
once the patient is talking about 
himself. 
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e postoperatively 
e in pregnancy when 
_ Vomiting is persistent 
e following neurosurgical 
diagnostic procedures 
f r e in infections, 
disease, and carcinomatosis 


e after nitrogen mustard therapy 
nausea 
and vomiting 


VESPRIN 


Squibb Triflupromazine 


provides prompt, potent, and long-lasting control 
capable of depressing the gag reflex 


effective in cases refractory to other potent antiemetic agents 
may be given intravenously, intramuscularly and orally 
no pain or irritation on injection 


ANTIEMETIC DOSAGE: 

Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution —1 cc. ampuls (20mg./cc.) , 
1 cc. multiple dose vials (20 mg./cc.) 

Oral tablets —10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


Squiss HB. ta) Squibb Quality — The Priceless Ingredient 


‘vesprin’ ® A SQUIBE TRADEMARK 
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These questions were prepared 
especially for RESIDENT PHYSICIAN 
by the Professional Examination 
Service, a division of the American 
Public Health Association. 


Answers will be found on page 161 


1. The management and prog- 
nosis of the adrenogenital 
syndrome has been improved 
by: 

(A) Bilateral adrenalectomy. 

(B) ACTH 

) Cortisone. 

(D) Complete defeminization 
of the patient by means 
of plastic surgery. 

(E) Irradiation of the 
adrenals. 


2. In an untreated hyperthyroid 
patient there is a relatively 
rapid onset of fever to 101°, 
increasing tachycardia, mark- 
ed increase in weight loss, 
and nervousness. Which one 


of the following therapies 

would you employ to amelio- 

rate the syndrome most rap- 
idly? 

(A) X-rays directed to the 
thyroid gland in suitable 
dosage. 

(B) Propylthiouracil or tapa- 
zole therapy. 

(C) Deep sedation and imme- 
diate surgery. 

(D) Radioiodine therapy. 

XX (B Iodides by mouth in ap- 
propriate dosage. 


3. Which of the following is an 
abnormality which would not 
be expected in a classical case 
of Cushing’s syndrome? 

(A) Menstrual disturbances. 
(B) Purple striae. 
Hypotension. 
(D) Diabetic glucose toler- 
ance curve. 
(E) Osteoporosis. 


4. Prominence. of the eyes in 
classical Graves’ disease is 
usually caused by: 
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Tessalon controls cough 
in the chest; controls cough 
at the “cough center” in 
the medulla; thins sputum; 
increases vital capacity 
and ventilation; improves 
exercise tolerance; relieves 
§ dyspnea. Exceptionally safe, 
too, since it is nonnarcotic 
and has no adverse effects 
on respiration, kidney or 
liver function. 


Tessalon Perles 


Perle form provides extra 
advantages. It is tasteless— 
no gagging or problem of 
palatability with finicky 
tastes. No chance of under- 
dosage due to spoon-losses; 
no chance of over-dosage 
due to “making up” 
for spillage. 

AVERAGE Dosacr: Adults and children over 10: 
One 100-mg. Perle t.i.d. 


Children under 10: One 50-mg. 
Pediatric Perle t.i.d. 


suppLiep: Perles, 100 mg. (yellow) 
and Pediatric Perles, 50 mg. (red). 
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Widening of the palpe- (B) Krukenberg’s tumor. 
ral fissure due to lid Y~O) Dysgerminoma. 
spasm. (D) Mucoid fibroepitheliom 
(B) Fatty infiltration of the (Brenner’s tumor). 
extra-ocular muscles. (E) Arrhenoblastoma. 
(C) Deposits of cholesterol in 
the periorbital tissues. 6. The prognosis for patiens 
(D) Edema of the eyelids. with amyotrophic _ laten| 
(E) Proptosis of the globes sclerosis is: 
due to hypertrophy of (A) Usually good as the virs 
retro-orbital tissue. is overcome by the mari. 
ed gliosis which occurs a A 
5. The ovarian tumor in the fe- the central nervous sy- u 
male which corresponds to tem. a 
the seminoma in the male is SKB) Always poor, the bulbs 
the: type being the worst. 
(A) Teratoma. (C) Good; the disease is sell. 


ergotamine-induced naus 
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Hydrochioride 25 mg.. and caf 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. | 


A U.S. Army Medical Corps Residency ... 


| YOUR GATEWAY TO AN 
ESTABLISHED, 
WORLD-WIDE PRACTICE 


urs 0 As an Army physician, you enjoy several unique advantages. Without 

} SY uncertainty, you step into an outstanding, established practice. In 
addition, foreign travel opportunities for you and your family provide 

ulbs a freedom of movement unparalleled in civilian life. An Army residency 
places you on the threshold of this world-wide medical career—and 

offers you three distinct benefits: 

sell 


Financial security. During his Army residency the physician receives full pay 
and allowances of a Captain, Regular Army Medical Corps. . . . for married 
Officers, this amounts to over $650 a month . . . for single officers, over $600. 


Specialization Opportunities. You may apply for your residency training in 
any of these 24 specialty fields .. . 


Allergy Obstetrics and Gynecology 
Anesthesiology Ophthalmology 
Dermatology Orthopedic Surgery 
Gastroenterology Cardiovascular Disease 
General Practice 

Internal Medicine 


Excellent training. To meet American Board requirements, the Army resident 
receives formal training under the direction of outstanding military and civilian 
physicians—many of whom are noted specialists in their fields. (Army hospitals 
are among the first to employ the most advanced medical, surgical and radio- 
logical techniques.) 


For complete information about an Army residency, write or phone the Army 
Medical Procurement Officer at the address nearest you. Why not do it now? 


NEW YORK, New York BALTIMORE, Maryland 
Headquarters First Army Headquarters Second Army 
Governors Island, N. Y. Meade, Md. 


SAN Texas CHICAGO, Illinois 


warters Fourth Army Headquarters Fifth Army Army 
Fort Sem Houston, Texas Chicago 15, Mlinois of San | Calif. 
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; Preventive Medicine 

Plastic Surgery 

Psychiatry 
iil Pulmonary Diseases 
Radiology 
Surgery 
ial Neurology Pediatrics Thoracic Surgery 
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limited and not progres- 
sive. 


(D) Good; it may occasion- 


ally, however, leave lower 
motor neuron palsies. 


(E) Always poor except for 


the bulbar type, which 
frequently disappears 


(E) Penetrating wounds. 


8. In true smallpox the organ ¢ 


the body least affected is the 
(A) Kidneys. 
(B) Bone marrow. 
C) Spleen. 
(D) Adrenals. 
(E) Liver. 


spontaneously. 

9. The Councilman bodies 
found in cases of yellow 
fever are: 

WA) Necrotic liver cells. 
(B) Necrotic kidney tissue. 
(C) Inclusion bodies. 

(D) Virus particles. 
(E) Clumps of white cells. 


7. The condition in which sep- 
ticemic clostridial infection 
is most often seen is: 

(A) Crushing injuries. 

(B) Osteomyelitis. 
Uterine infection. - 

(D) Abscessed teeth. 


The improved analog of 
-chlorothiazide you have 
been hearing about is a 

product of CIBA research 


(hydrochlorothiazide CIBA) 


“for edema and hypertension 
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10. About 75 percent of the cases 
of actinomycosis of the gas- 
trointestinal tract are located 
in the: 


(A) Sigmoid colon. 
(B) Descending colon. 
(C) Rectum. 

(D) Transverse colon. 
(E) Ileocecal region. 


. The most common form of | 
benign neoplasms of the 
tongue is a: 
(A) Lingual thyroid. 

(B) Lymphangioma. 
(C) Cavernous hemangioma. 
(D) Capillary hemangioma. 
V(E) Papilloma. 


12. The percentage of carcinoma 
of the larynx that occurs in 
females is: 

(A) 1-10 
(B) 10 - 30 
(C) 30 - 40 
(D) 40 - 50 
(E) 50 - 60 


Note: If you are interested in 
preparing questions for “Medi- 
quiz” or the Professional Ex- 
amination Service, write for in- 
formation to the Professional 
Examination Service, 1790 
Broadway, New York 19, New 
York. 
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You design it... 
we print it! 


unique sewice 
Your own personally designed 


case history forms at just about 
stock form prices. 


You design your form in rough 
ncil sketch — we refine it to a 
inished product. 


Only we, the makers of famous 
“Histacount” products, have the 
know how and organization to 
render this service at such low 
prices. 


WRITE FOR DETAILS 


PROFESSIONAL 


PRINTING COMPANY, INC. 
12 HISTACOUNT BUILDING 


NEW HYDE PARK. N. Y 
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Bedridden and hospitalized 
patients needing sustained 
laxative medication appre- 
ciate Agoral especially... for 
both its pleasant flavor and 
its gentle, dependable action 
that promotes natural-bowel 
function. Prescribe 1 or 2 
tablespoonfuls of Agoral at 
bedtime for a normal bowel 
movement next morning. 


agoral 


the gentle laxative 


MORRIS 


What's 
the 


Doctor’s Name! 


by James F. Gallaghe: 


H. was born at Lisbon, Portu- 
gal between 1210 and 1220 ani 
died at Viterbo, Italy, on May 
20, 1277. His real name wai 
Petrus Hispanus, though he is 
known to history under a name 
acquired later in life. After his 
earlier studies in the Cathedral 
school at Lisbon he entered the 
University of Paris where he stud- 
ied under Albertus Magnus. 

The natural philosophy oi 
Aristotle had a special attraction 
for him and he zealously pursued 
the study of medicine and the- 
ology. 

On comipleting his studies he 


was called in 1247 as professor F 
of medicine to the University of 
| Sienna, which was at that time 


being greatly enlarged. Here he 
wrote his “Summulae Logicales” 
which for almost 300 years was 
the favorite textbook on logic. 
While teaching at Sienna he 
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made a collection of medical pre- 
scriptions — one of his several 
works on medicine. 


In 1272 when Pope Gregory 


X came to Viterbo he appointed 
him his physician in ordinary. 
While occupying that position he 
wrote his “Thesaurus Pauperum” 
in which he gives a remedy for 
the diseases of every part of the 
body. This book was widely used 
but was in time variously inter- 
polated. 

His wide reputation for learn- 
ing led to his selection as Arch- 
bishop of Braza in 1273 and 
shortly afterwards Gregory X 
appointed him Cardinal Bishop 
of Tusculum. After Gregory’s 


death his successors in the Holy 
See, Innocent V and Adrian V 
ruled for only a short time. 

Our doctor was then elected 
by consistory sitting at Viterbo 


Amid the cares of the papacy 
he found time for scientific studies 


jwhich were more congenial to 


him than the business of the 
Curia. Because of his health and 
energy his reign was expected to 
be long and fruitful but only 
eight months after his installation 
he died of injuries received when 
a scaffolding collapsed. 

Can you name this doctor? 

Answer on page 161. 
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Fast, potentiated 
attack on 


URINARY 
INFECTION 


In just a matter of minutes URISED provides four 
way antibacterial action to relieve genitourinary’ 
irritation and smooth muscle spasm . . . to reduce. 
pus cell count . , . to promote mucosal healing. 


In just a matter eae minutes URISED works to 
soothe ureteral and urethral spasticity . . . to 
alleviate discomfort and irritation . . . to restore 
normal urinary tonus and function. 

In cystitis, urethritis, pyelitis, pyelonephritis, 
ureteritis, acute and chronic infections . . . try this 
dual-powered, double-fast attack on the primary 
causes of urinary pain, burning, urgency, dysuria 


urised 


SUPP Lieb: Bottles of 100, 1000 and 2000 tablets, 


samples and literature 
to physicians on request 


CHICAGO PHARMACAL COMPANY 
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Classified Advertising 


Léads 
and Needs 


Rates 


Personal classified advertising rates 
are $4.00 for ads of thirty words or 
less plus 12c for each additional word. 
When a box number is used and an- 
swers sent care of RESIDENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 


For semi-display ads set in bold face, 
the rate is $4.75 for 30 words or less, 
plus 15c for each additional word. 

Commercial classified rates are $8.00 
for ads of twenty words or less plus 20c 
for each additional word. Commercial 
rates include all ads of manufacturers, 
dealers, agencies, etc. Count four addi- 
tional words for a box. 


For semi-display commercial ads set 
in bold face, the rate of $9.00 for 20 
words or less, plus 20c for each addi- 
tional word. 


ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. REsIDENT 
Puysictan, 1447 Northern Boulevard, 
Manhasset, New York. 


Going Into Practice? There Are Many choic 
opportunities in all fields which you woul: 
not normally be aware of. We have mar 
that tig interest you. Write us. 

e New York Medical Exchange 

489 ene Avenue (Opposite Public Library) 

pecialists in Placement 


PHYSICIANS WANTED 


WANTED—ORTHOPEDIC SURGEON; Boar: 
Eligible; as colleague in established ortho 
pedic department of 18 man specialty group 
associated with excellent expanding 130-be< 
hospital; junior partnership after 2 years 
good salary: expenses paid applicants in 
vited for personal interview. Apply: Dr 
Charles Holzer, Holzer Hospital & Clinic 
Gallipolis, Ohio. 


E.N.T. SPECIALIST WANTED. Well-establishec 
expanding |8-man group located in excellent 
hospital. Board eligible or certified. Good 
salary for 2 years with opportunity for group 
partnership, or excellent transition from 
residency to private practice. Apply, Dr. 
Charles E. Holzer, Holzer Clinic, Gallipolis, 
Ohio. 


OTOLARYNGOLOGIST NEEDED immediately: 
growing, progressive community; 70,000, 
200,000 trade area; excellent income; well 
established practices good hunting and 
recreation. Contact: J. R. Gregg, MD., Sioux 
Falls, South Dakota. 
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